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Medical  Department 

IVYBANK, 

45,  St.  David’s  Hill 
Exeter. 

December,  1959 


To  the  Chairman,  Aldermen  and 

Members  of  the  Devon  County  Council. 

Mr.  Chairman,  My  Lords, 

Ladies  and  Gentlemen, 

I have  the  honour  to  present  my  report  for  1958  and  apologise 
for  the  delay  in  its  presentation,  which  was  due  to  a train  of  unusual 
circumstances. 

The  year  1958  is  a Jubilee  Year  for  the  Medical  Department  of 
this  County,  since  the  hrst  County  Medical  Officer  of  Health,  Dr. 
George  Adkins,  was  appointed  in  19C8.  A fiftieth  birthday  is  a 
time  for  reflection  over  the  past  and  also  a time  to  assess  the  course 
for  the  future.  The  report  this  year  makes  a modest  attempt  to  do 
this  and  it  is  hoped  that  the  changing  emphasis  in  the  work  of  the 
Department  over  the  years  may  prove  of  interest  to  the  Council. 
There  was  much  material  available  and  our  problem  in  compiling 
this  Jubilee  Report  was  not  what  to  include  but  what  to  omit,  and  if 
there  are  matters  of  importance  which  have  not  been  included  we 
plead  the  limitation  of  space,  as  a complete  review  would  entail  a 
rather  weighty  volume. 

The  changing  trends  in  the  public  health  field  are,  however, 
noticeable  in  the  reading  of  the  reports  of  my  two  predecessors.  In 
1908  there  was  much  preoccupation  with  the  environment  of  the 
people  and  with  outbreaks  of  infectious  disease.  A start  was.  made 
too  with  the  personal  health  services,  which  were  founded  on  sound 
principles.  As  the  years  progressed  there  was  great  improvement 
in  environmental  conditions  and  the  control  of  infectious  disease, 
and  consequently  there  was  great  progress  in  the  personal  health 
services,  which  were  the  main  preoccupation  of  Dr.  L.  Meredith 
Davies  during  his  tenure  of  office.  While  there  have  been  great 
advances  in  the  environmental  field,  it  is  still  a concern  of  Health 
Departments,  as  vigilance  must  be  constantly  maintained. 

Two  world  wars  disrupted  the  services  and  changed  trends,  but 
the  outstanding  changes  were  brought  about  by  the  National  Health 
Service,  which  has  been  with  us  now  for  ten  years,  and  has  brought 
immense  benefits  to  the  people.  The  Council’s  duties  in  the  health 
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field  were  radically  modified  at  its  inception,  and  while  some  of  our 
functions  were  lost,  other  duties  were  imposed,  and  the  report 
records  the  developments  that  have  occurred. 

Following  on  the  Report  of  the  Royal  Commission,  another 
great  Act,  the  Mental  Health  Act,  will  impose  many  onerous  duties 
on  the  Council,  and  there  will  be  much  work  to  accomplish  in  its 
development  in  the  years  to  come.  The  environmental  and  personal 
health  services  are  now  on  a sound  basis  and  the  ever-widening  field 
of  mental  health  will  be  among  our  principal  interests  in  the  future. 

In  this  county  we  are  fortunate  that  much  voluntary  help  is 
given  to  the  work  of  the  Department,  and  we  are  indeed  grateful  to 
the  W.V.S.,  St.  John  Ambulance  and  the  Red  Cross,  distributors  of 
Welfare  Foods,  members  of  the  Hospital  Car  Service,  and  all  other 
voluntary  helpers  throughout  the  county,  for  all  they  have  done  for 
us  during  the  year. 

The  report  is,  as  heretofore,  the  work  of  many  hands,  and  I must 
express  my  thanks  to  those  who  contributed.  In  particular  I am 
grateful  to  Mr.  Norman  Capener,  f.r.c.s.,  for  his  contribution  and 
for  his  unfailing  help  and  co-operation  with  this  Department  over 
many  years.  Thanks  are  also  due  to  Dr.  R.  Midgley  for  the  same 
reasons,  and  also  to  Mr.  Willing  of  the  Ministry  of  Agriculture, 
Fisheries  and  Food.  One  must  record  the  thanks  of  the  Department 
to  the  Chairman  and  Members  of  the  Committees  with  whom  we  are 
concerned,  for  their  understanding  and  support,  and  we  are  indebted 
also  to  the  Chief  Officers  of  the  Council  for  much  help  and  co- 
operation throughout  the  year. 

I have  the  honour  to  be. 

Your  obedient  Servant, 

W.  j.  DOYLE, 

County  Medical  Officer  and 
Principal  School  Medical  Officer 
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PUBLIC  HEALTH  SERVICES 


DISTRICT  MEDICAL  OFFICERS  OF  HEALTH 

In  1908  the  majority  of  the  52  District  Councils  were  served  by 
part-time  Medical  Officers  of  Health  who  also  engaged  in  private 
practice.  Newton  Abbot  Urban  District  Council,  Newton  Abbot 
Rural  District  Council  and  Dawlish  Urban  District  Council  all  had 
the  same  Medical  Officer  of  Health,  a Dr.  H.  Mapleton,  although  it 
is  not  clear  whether  he  was  a full-time  officer  and  thus  the  first 
example  of  a “ combined  ” appointment  in  the  county. 

The  Local  Government  Act,  1929,  laid  on  County  Councils  the 
duty  of  re-arranging  districts  so  that  a duly  qualified  and  whole-time 
Medical  Officer  might  be  appointed  as  Medical  Officer  of  Health  to 
a group  of  those  districts.  The  Medical  Officer  might  also  serve  as 
School  Medical  Inspector  and  examples  of  such  “ mixed  ” appoint- 
ments were  in  the  Newton  Abbot  area  where  Dr.  Mapleton  was 
recorded  as  undertaking  child  welfare  and  school  work  in  1930. 
The  following  year  Dr.  Smales  was  appointed  as  Medical  Officer  of 
Health  for  the  Plympton  Rural  District  Council  and  also  a School 
Medical  Inspector. 

A combined  appointment  was  made  in  the  Okehampton  area 
in  1935,  in  which  year  Dr.  Meredith  Davies  prepared  a scheme  to 
cover  the  whole  county  with  these  appointments.  This  was  not 
approved  by  the  County  Council  until  1937,  in  which  year  a mixed 
appointment  was  made  in  the  St.  Thomas  area.  The  scheme  was 
almost  immediately  revised  as  a result  of  representations  by  certain 
District  Councils  and  no  further  progress  was  made  until  after  the 
second  World  War.  The  next  mixed  appointments  were  as  follows: 


Dartmouth,  Brixham  and  Paignton 
Torquay 

Ottery  St.  Mary  and  Sidmouth 


1954 

1957 

1958 


Dr.  MacLeod,  who  had  been  appointed  Medical  Officer  of 
Health  for  Sidmouth  and  Ottery  St.  Mary  also  took  over  the  duties 
in  Honiton,  Axminster  and  Seaton,  following  the  death  of  Dr. 
Steele-Perkins.  Agreement  was  also  reached  with  the  authorities  in 
the  Totnes/Ashburton/Buckfastleigh  area,  and  it  is  hoped  to  make 
a mixed  appointment  there  early  next  year. 

Dr.  F.  J.  Martin  indicated  his  wish  to  retire  as  Medical  Officer 
of  Health  to  four  Local  Authorities  in  North  Devon,  and  preliminary 
discussions  took  place  concerning  the  possibilities  of  a similar 
“ mixed  ” appointment  for  the  Barnstaple  and  South  Molton  M.Bs., 
Ilfracombe  and  Lynton  U.Ds.  and  the  Barnstaple  and  South  Molton 
R.Ds. 
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POPULATION,  BIRTHS  AND  DEATHS 


The  population  of  the  Administrative  County  has  slowly 
increased  by  nearly  70,000  during  the  past  fifty  years,  despite  the 
transfer  of  certain  areas  to  Exeter  City  and  Plymouth. 

The  population  in  1908  was  estimated  at  448,266,  whilst  census 
figures  were  as  follows: — 

1911  455,696 

1921  440,023 

1931  458,664 

1951  514,213 

The  population  of  the  County  increased  slightly  during  1958  to 
an  estimated  figure  of  517,900  at  mid-year. 


Births 

Dr.  Adkins’  first  Annual  Report  records  the  birth  of  9,140 
children,  with  a birth  rate  of  20.3  per  1,000  population.  The  rate 
had  been  declining  steadily  for  some  years,  and  was  lower  than  that 
for  England  and  Wales  and  led  Dr.  Adkins  to  remark  “ The  declining 
birth  rate  of  the  country  is  a very  serious  matter  for  the  future  of  the 
Empire,  and  can  only  be  obviated  by  further  legislation  and  moral 
influences.  It  behoves  sanitarians  also  to  take  every  means  to 
preserve  the  children  that  are  born.” 

Although  in  1958  there  were  only  6,854  live  births  (with  a crude 
birth  rate  of  13.2),  today  infant  mortality  is  only  a quarter  of  the 
figure  ruling  in  1908. 


Live  Births:  6,854 

Legitimate — ^total:  6,591  (males  3,392:  females  3,199) 

Illegitimate — total:  263  (males  135:  females  128) 

Rates:  Crude  13.23  (corrected  15.23)  compared  with  a birth 
rate  of  16.4  for  England  and  Wales. 

Stillbirths:  149 

Legitimate — total:  139  (males  77:  females  62) 

Illegitimate — total:  10  (males  3:  females  7) 

Rate  21.3  per  1,000  total  (live  and  still)  births. 
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Deaths 

Whilst  the  crude  death  rates  have  not  altered  materially,  there 
has  been  a profound  change  in  the  pattern  of  mortality.  Owing  to 
improved  infant  care  and  the  control  of  so  many  of  the  infectious 
diseases,  notably  tuberculosis,  the  death  rate  is  far  lower  today  for 
children  and  young  adults.  In  1908  tuberculosis  was  next  only  to 
heart  and  other  respiratory  diseases  as  a cause  of  death;  this  year 
it  was  responsible  for  less  than  1 % of  all  deaths.  Cancer,  on  the 
other  hand,  was  responsible  for  more  than  twice  the  number  of 
deaths  in  1958  as  in  1908.  This  increa.se  is  due  largely  to  the 
increase  in  cancer  of  the  lung,  since  it  has  been  shown  that,  age  for 
age,  cancer  of  other  organs  is  no  more  common  in  this  generation 
than  in  preceding  ones — indeed  certain  forms  are  less  common. 

Diagnosis  of  certain  diseases  was  less  precise  at  the  beginning  of 
the  century,  hence  the  bigger  proportion  of  “ other  diseases,”  but  the 
following  comparison  is  nevertheless  of  interest:— 


1908 

1958 

Causes  of  Death: 

Tuberculosis 

621 

51 

Other  infectious  diseases 

474 

22 

Cancer  and  other  malignant  diseases . . 

463 

1,351 

Vascular  lesions  of  nervous  system  . . 

Not  listed 

1,162 

Diseases  of  heart  and  circulatory  system 

729 

2,988 

Diseases  of  respiratory  system  (excluding 

tuberculosis) 

885 

614 

Diseases  of  stomach  and  digestive  system  . . 

Not  listed 

95 

Diseases  of  genito-urinary  system 

Not  listed 

132 

Maternal  deaths 

90 

4 

Accident,  suicide,  etc.  . . 

167 

288 

All  other  causes . . 

2,737 

705 

Total  Deaths 

6,116 

7,412 

A more  detailed  breakdown  of  deaths  in  1958  is  given  in  tables 
XY  and  XVI  in  the  appendix. 
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INFECTIOUS  DISEASES  AND  THEIR  CONTROL 

Outbreaks  of  infectious  disease  appear  to  have  been  one  of  the 
main  preoccupations  of  the  Medical  Officer  of  Health  fifty  years  ago. 
Closure  of  schools  was  commonly  used  as  a method  of  control,  as 
evidenced  by  frequent  comments  in  logbooks.  The  following 
extracts  from  the  Uffculme  School  log  book  are  typical: — 

20th  October,  1905  The  Managers  called  to  announce  that  the 

Medical  Officer  of  Health  for  the  district 
had  ordered  according  to  the  local  managers 
wishes,  the  school  to  be  closed  for  one 
month.  If  most  of  the  measles  cases  were 
healed  in  three  weeks  time  then  the  school 
would  be  closed  only  for  three  weeks,  and 
such  announcement  would  be  made  in  the 
local  newspaper. 

20th  November,  1905  Re-opened.  School  has  been  well  washed 

with  carbolic  soap. 

Individual  children  might  be  kept  off  school  for  months  on  end. 
The  log  book  of  the  Diptford  Parochial  School  records  the  following: 

24th  April,  191 1 Wilfred  L. — ^who  has  been  absent  since 

2nd  May,  1910,  on  account  of  ringworms, 
has  returned  to-day. 

Diagnosis  was  not  as  precise  in  those  days  either.  The  Ex- 
bourne School  log  includes  the  following: — 

9th  December,  1890  Dr.  Young,  Medical  Officer  of  Health, 

examined  several  children.  He  found  that 
two  were  in  the  fever  so  he  ordered  them  to 
be  sent  home  at  once. 

It  was  not  unusual  for  the  School  Medical  Officer  or  the  local 
Medical  Officer  of  Health  to  order  each  year  the  closure  of  upwards 
of  a hundred  schools  for  periods  of  several  weeks,  so  that  the  dis- 
ruption to  the  children’s  education  must  have  been  considerable. 
Measles,  scarlet  fever,  diphtheria  and  whooping  cough  were  most 
commonly  the  cause  of  school  closures,  but  polio  was  not  unknown. 

There  was  a severe  outbreak  in  the  Autumn  of  1911,  especially 
in  North  Devon,  where  it  assumed  epidemic  form.  Altogether  130 
children  were  known  to  have  been  attacked,  twenty-two  of  whom 
died,  and  permanent  paralysis  affected  75%  of  those  surviving.  In 
view  of  the  relatively  little  known  as  to  its  infectivity  and  methods  of 
conveyance,  and  the  difficulty  of  distinguishing  the  early  symptoms 
from  that  of  other  ailments,  together  with  the  prevalence  of  abortive 
cases  capable  of  being  “ carriers  ” of  the  infection,  a number  of 
village  schools  were  closed  for  a month. 
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There  are  even  records  of  schools  being  closed  because  of  cases 
of  whooping  cough  in  other  village  schools  several  miles  away.  It 
is  not  surprising  that  in  1925  new  regulations  of  the  Board  of 
Education  came  into  force,  and  what  was  described  as  “ hasty 
school  closure  ” was  deprecated.  Exclusion  of  individual  infected 
children  was  advocated  rather  than  closure  of  whole  schools  or 
departments.  Today  regulations  are  far  less  stringent  still,  and 
contacts  of  the  common  infectious  diseases  are  rarely  excluded. 
Excepting  those  which  can  be  prevented  by  immunisation  or  vaccin- 
ation, these  ailments  are  almost  inevitable  and  it  is  doubtful  whether 
exclusion  is  of  much  value.  Even  if  it  were  it  might  be  bad  public 
health  to  practice  it.  Measles,  mumps,  chicken-pox  and  german 
measles  are  very  mild  to-day,  although  they  can  cause  serious 
complications  if  the  attack  is  postponed  until  adolescence  or  adult 
life.  Our  aim  should  be  to  “ get  them  over  ” during  primary  school 
days. 

Medical  opinion,  although  slow  to  change,  has  been  ahead  of 
public  opinion  which  is  still  wedded  to  quarantine.  A story  has 
been  told  that  shortly  after  the  first  World  War  an  unfortunate 
accident  forestalled  the  possibility  of  convincing  the  inhabitants  of 
a certain  West  Devon  village  that  the  diphtheria  outbreak  then 
raging  there  was  due  to  a carrier  and  not  to  the  school  buildings 
which  had  been  occupied  by  troops  during  the  War.  The  school 
was  not  closed  on  account  of  the  epidemic  but  unfortunately  the 
school  caught  fire  one  night  and  was  burnt  out.  A new  school  was 
provided  but  it  is  not  recorded  whether  any  more  cases  of 
diphtheria  occurred. 

Prevention  through  immunisation  was  not  available  in  the  early 
days  except  for  vaccination  against  smallpox.  This  was  readily 
accepted,  and  85  % of  children  were  thus  protected,  although  the 
proportion  fell  off  sharply  during  the  years  of  the  Great  War. 

The  Annual  Report  for  1933  first  referred  to  the  control  of 
of  diphtheria  by  immunisation,  and  nearly  1,000  children  were 
immunised  in  areas  where  the  disease  was  rife.  Various  District 
Councils  started  schemes  for  immunisation  against  diphtheria  in 
their  areas,  but  it  was  not  generally  practised  throughout  the  county 
until  1942,  when  the  Ministry  asked  for  schemes  to  be  put  into 
operation.  In  1948  immunisation  against  diphtheria  became  the 
responsibility  of  the  County  Council  under  the  National  Health 
Service  Act.  The  acceptance  rate  throughout  the  county  was 
excellent  and  it  is  many  years  now  since  we  have  had  a case  of 
diphtheria  which  has  arisen  within  the  county  boundaries. 

Since  the  war  protection  has  become  available  for  no  fewer  than 
four  further  dieases — whooping  cough,  tetanus,  tuberculosis 
(B.C.G.)  and  poliomyelitis.  The  extra  work  involved  in  giving 
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these  injections,  particularlythe  polio  ones,  important  though  it  is, 
has  unfortunately  caused  considerable  disruption  to  our  normal 
work — not  to  mention  much  inconvenience  to  the  schools. 

Bacteriological  Services 

The  Bacteriological  Service  was  closely  associated  with  the 
outbreaks  of  infectious  disease  over  the  years,  and  many  Medical 
Officers  of  Health  in  the  early  years  either  did  their  own  bacteriology 
or  referred  it  to  Central  Laboratories  either  at  Hospitals  or  further 
afield.  With  the  rapid  developments  in  control  it  soon  became 
apparent  that  it  would  be  advantageous  to  have  a County  Laboratory 
as  part  of  the  Public  Health  Services,  and  this  was  duly  set  up  in 
1930  under  the  Directorship  of  Dr.  T.  Lawson  McEwan  at  No.  7 
Dix’s  Field.  It  soon  proved  its  value  and,  following  on  the  death  of 
Dr.  McEwan,  during  the  war  the  Laboratory  became  a branch  of  the 
Public  Health  Laboratory  Service  and  we  were  fortunate  in  that  the 
late  Professor  J.  C.  Cruickshank  was  seconded  to  this  area.  His 
advice  and  co-operation  were  of  immense  advantage  to  us  during  the 
war  years. 

Dr.  B.  Moore  took  over  the  Directorship  after  the  war  and  the 
technical  staff  were  transferred  wholly  to  the  Public  Health  Labora- 
tory Service.  The  Medical  Department  has  many  contacts  with  the 
Laboratory  and  we  are  grateful  to  Dr.  Moore  for  his  unfailing 
courtesy,  his  help  and  sound  advice  on  matters  in  this  field.  Owing 
to  the  demolitions  now  proceeding  in  the  reconstruction  of  Exeter 
plans  were  afoot  at  the  end  of  the  year  to  transfer  the  Laboratory  to 
temporary  premises  in  the  University  of  Exeter  buildings  in  Gandy 
Street. 

Notification  of  Infectious  Diseases 


The  following  cases  of  infectious  diseases  were  notified  during 
the  year: — ■ 


Measles 

5,038 

Dysentery 

34 

Whooping  Cough 

622 

Food  Poisoning 

66 

Tuberculosis 

235 

Typhoid  and  para-typhoid 

8 

Pheumonia 

226 

Puerperal  pyrexia 

17 

Scarlet  Fever 

220 

Ophthalmia  neonatorum 

1 1 

Poliomyelitis 

13 

Diphtheria 

— 

Measles.  The  majority  of  the 

cases  early  in  the  year  were 

reported 

from  the  Plympton,  Paignton,  Teignmouth  and  Exmouth  areas,  the 
infection  spreading  in  the  Tiverton  and  North  Devon  areas  towards 
the  end  of  the  year. 

Whooping  Cough.  Cases  were  less  than  half  those  notified  last  year. 
Tiverton  reported  147  cases  in  the  last  quarter. 


Tuberculosis.  The  steady  reduction  in  notifications  continued  this 
year.  Once  again  a separate  section  is  devoted  to  this  conquerable 
but  not  yet  conquered  infectious  disease. 

Poliomyelitis.  Fortunately  only  13  cases  were  reported  in  1958 — 
10  paralytic  and  3 non-paralytic.  This  compares  most  favourably 
with  the  124  notifications  last  year  but,  although  one  hopes  that 
polio  vaccination  has  been  responsible  for  the  low  incidence  this 
year,  it  is  much  too  early  to  draw  any  such  conclusion.  It  will 
require  several  years’  experience — including  some  summers  of  the 
type  more  commonly  associated  with  outbreaks  of  poliomyelitis — 
before  we  can  assess  the  effect  of  vaccination  or  the  epidemiology 
of  the  disease. 

Dysentery  and  Food  Poisoning.  Although  there  were  many  fewer 
cases  reported  this  year,  two  outbreaks  are  worthy  of  mention. 

One  in  the  west  of  the  County  at  first  appeared  to  be  a toxin 
type  of  food  poisoning  since  about  25  children  who  had  eaten  the 
school  dinner  were  taken  ill  late  that  afternoon  with  repeated 
vomiting.  Sausage  meat  was  suspected,  and  although  none  was 
left  at  the  school,  or  at  the  local  butchers,  specimens  of  raw  pork 
from  which  the  sausages  had  been  made  were  taken  and  these  grew 
certain  organisms  including  Cl.  W^lchii. 

Four  further  children  were  sent  home  the  following  day  and 
eight  more  first  developed  symptoms  of  vomiting  and  diarrhoea  over 
the  weekend,  as  did  several  parents,  the  teachers  and  the  school 
cook — ^pointing  to  a bacterial  rather  than  toxin  poisoning. 

In  North  Devon  fifteen  children  attending  a private  school 
developed  symptoms  of  vomiting,  diarrhoea  and  abdominal  pain. 
Again  no  food  residue  was  available  for  examination,  although  the 
presumed  cause  was  fish  cakes  which  had  been  made  from  fish 
cooked  the  day  before  but  not  kept  refrigerated. 

Typhoid  and  Paratyphoid.  The  cases  notified  were  all  mild  Para- 
typhoid B infections.  Five  occurred  in  one  family  in  East  Devon. 


Vaccination  and  Immunisation 

Smallpox  Vaccination 

Although  there  was  a further  slight  increase  in  the  number  of 
primary  vaccinations  carried  out  this  year,  there  were  again  fewer 
amongst  children  under  the  age  of  one  year.  The  proportion  of 
babies  vaccinated  during  their  first  year  of  life  fell  to  25  %.  Whether 
this  is  a temporary  feature,  possibly  connected  with  the  need  to 
crowd  so  many  other  injections,  including  the  three  for  polio,  in  the 
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first  year  of  life  is  difficult  to  say.  At  one  time  this  trend  might 
have  been  deprecated,  but  evidence  is  beginning  to  accumulate  to 
suggest  that  in  fact  smallpox  vaccination  might  be  better  deferred 
until  above  the  age  of  one. 


Primary  Vaccinations 

Re-vaccinations 

under  1 
year 

over  1 
year 

Total 

Undertaken  by  A.C.M.Os. 
Undertaken  by  G.Ps. 

504 

1,213 

428 

2,495 

932 

3,708 

2 

1 ,667 

Total 

1,717 

2,923 

4,640 

1,669 

Immunisation  against  Diphtheria,  Whooping  Cough  and  Tetanus. 

Last  year  it  was  disappointing  to  have  to  report  a decision  to 
revert  to  “ separate  ” courses  of  injections  against  Diphtheria  and 
Whooping  Cough  on  account  of  the  Medical  Research  Council 
report  on  “ provocation  poliomyelitis.” 

Now  that  the  majority  of  the  children  in  the  County  have  been 
protected  against  polio  there  is,  one  hopes,  a much  smaller  risk  of 
infection  being  brought  into  the  home  by  older  children,  with  a 
consequent  diminution  in  risk  of  “ provocation  polio.”  Again 
polio  is  extremely  rare  in  the  first  six  months  of  life — the  time  when 
protection  against  whooping  cough  is  so  essential.  With  this 
combination  of  factors  the  risk  of  provocation  polio  should  thus  be 
almost  negligible  now,  and  a decision  was  reached  not  only  to 
resume  issue  of  a “ combined  ” prophylactic  but  to  include  pro- 
tection against  tetanus  in  a “ triple  ” injection. 

The  following  table  shows  the  number  of  children  immunised 
against  diphtheria  during  the  year.  The  slight  reduction  in  the 
number  of  primary  courses,  and  the  very  material  drop  in  the  number 
of  ” boosters,”  was  largely  caused  by  the  priority  given  to  polio 
injections. 


Pr 

imary  Courses 

"Booster" 

Injections 

Infants  and 
Pre-School 
Children 

School 

Children 

Total 

Undertaken  by  A.C.M.Os. 
Undertaken  by  G.Ps. 

791 

3,267 

207 

266 

998 

3,533 

3,325 

723 

Total 

4,058 

473 

4,531 

4,048 
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The  numbers  of  children  immunised  against  whooping  cough 
during  the  year  is  as  follows: — 


Infants  and 
Pre-School 
Children 

School 

Children 

Total 

"''Booster" 

Injections 

Undertaken  by  A.C.M.Os. 

492 

16 

508 

Undertaken  by  G.Ps. 

2,697 

124 

2,821 

163 

Total 

3,189 

140 

3,329 

163 

Polio  my  eli  t is  Vaccinat  ion 

During  1938  the  Ministry  announced  that  young  persons  and 
adults  up  to  the  age  of  25  years  were  to  be  eligible  for  vaccination, 
and  also  that  third  injections  were  to  be  made  available. 

Special  evening  clinics  were  set  up  for  young  adults,  but  apart 
from  one  or  two  exceptions  the  response  was  most  disappointing. 

This  year  a further  60,781  children  completed  a course  of  two 
injections.  In  addition  10,652  third  injections  were  given. 

B.C.G.  Vaccination 

As  mentioned  in  my  last  Report,  the  decision  to  introduce 
B.C.G.  vaccination  was  delayed  since  it  was  anticipated  that  all  our 
resources  would  be  required  to  deal  with  poliomyelitis  vaccinations. 
Unfortunately  substantial  supplies  of  polio  vaccine  did  not  arrive 
until  late  in  1957,  but  it  was  felt  that  the  introduction  of  B.C.G. 
vaccination  could  not  be  further  delayed,  and  consent  cards  were 
distributed  through  the  schools  late  in  the  Christmas  term  in 
readiness  for  the  vaccinations  which  commenced  early  in  1958. 

Some  difficulties  were  experienced  owing  to  the  fact  that  the 
vaccine,  flown  in  to  this  country  from  Denmark,  did  not  arrive  in 
the  Medical  Department  until  the  Thursday,  but  had  to  be  repacked 
and  sent  to  the  individual  Medical  Officers  in  time  for  use  on  Friday 
morning. 

The  Ministry’s  decision,  later  in  the  year,  to  supply  freeze-dried 
vaccine  as  an  alternative  to  the  liquid  vaccine  was  most  welcome,  as 
this  can  in  future  be  supplied  some  time  before  it  is  required. 


No.  of  children  on  roll  in  third  year  forms 
(school  year  1957-58)  . . 

6,574 

No.  of  children  for  whom  parental  consent  received 

4,157  (63%) 

No.  tuberculin  tested  (Heaf  test  2 mm.  puncture)  . . 

4,045 

No.  positive 

655  (16%) 

No.  negative 

3,319  (84%) 

No.  given  B.C.G.  vaccine 

3,263 
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TUBERCULOSIS 


Dr.  R.  L.  Midgley,  Consultant  Chest  Physician,  has  kindly 
contributed  the  following  account  of  the  development  of  the  tuber- 
culosis services. 

“The  County  Medical  Officer’s  Report  for  1908  makes  very 
interesting  reading  as  regards  the  tuberculosis  situation  in  the 
County,  when  compared  with  what  it  is  in  this  present  Jubilee  Year. 
At  the  time  tuberculosis  was  not  one  of  the  statutory  notifiable 
infectious  diseases,  but  provision  was  made  by  the  Local  Govern- 
ment Board  for  the  compulsory  notification  of  persons  found  to  be 
suffering  from  tuberculosis  and  being  attended  by  Poor  Law  Medical 
Officers.  This  Order  came  into  force  on  1st  January,  1909.  It  is 
thus  impossible  to  give  any  accurate  estimate  of  the  prevalence  of  the 
disease,  or  indeed  any  other  information  about  it,  except  the  number 
of  deaths,  which  are  recorded  as  479  for  respiratory  and  142  for 
non-respiratory  tuberculosis.  This  figure  is  probably  a considerable 
under-estimate  of  the  actual  numbers,  because  diagnosis  during  life 
was  based  purely  on  clinical  evidence,  there  being  no  X-ray  facilities 
or  bacteriology  worth  speaking  of  at  that  time,  and  detailed  post- 
mortem examination  was  only  carried  out  to  a very  limited  extent. 
It  would  appear  that  the  theory  of  hereditary  tendency  was  com- 
monly held  to  account  for  the  recognised  family  incidents,  and  the 
idea  of  infection  either  from  one  human  being  to  another,  or  by  way 
of  infected  milk,  was  only  just  becoming  recognised.  Once  the 
infectious  nature  of  the  disease  was  recognised  it  became  possible 
to  think  in  terms  of  measures  to  prevent  the  spread  of  the  infection 
and  thus  apply  rational  preventive  methods  in  the  community.  It 
was  only  in  the  previous  year  that  King  Edward  VII  made  his  famous 
remark  ‘ If  preventable,  why  not  prevented?’  There  is,  moreover, 
no  mention  in  the  Report  of  any  treatment  measures,  either  in-patient 
or  out-patient.  We  have  thus  a picture  of  almost  complete  ignor- 
ance about  the  disease  in  the  County,  with  just  the  first  glimmerings 
of  an  idea  that  some  preventive  methods  might  be  a good  thing,  and 
nothing  at  all  about  treatment  or  after-care. 

In  1909,  the  first  year  of  the  Compulsory  Notification  Order,  it 
is  noted  that  in  addition  some  attempts  at  voluntary  notification  were 
being  attempted  in  different  parts  of  the  County,  but  with  very 
variable  success.  In  June  the  General  Purposes  Committee 
unanimously  recommended  the  County  Council  to  grant  free 
bacteriology  in  the  matter  of  tuberculosis  to  all  District  Medical 
Officers  of  Health  and  School  Medical  Inspectors.  It  is  interesting 
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to  note  that  the  Exeter  City  Bacteriologist  was  paid  half-a-crown 
a specimen,  which  was  considered  better  than  providing  the  necessary 
machinery  in  the  County  Public  Health  offices.  By  1910  it  is  clear 
that  the  struggle  against  tuberculosis  was  being  taken  more  seriously, 
for  in  the  Report  for  that  year  are  statements  about  By-laws  con- 
cerning spitting,  and  arrangements  for  cases  of  tuberculosis  to  be 
sent  to  Didworthy  Sanatorium.  Work  was  also  beginning  in  the 
voluntary  field,  as  evidenced  by  the  formation  at  Crediton,  Tiverton 
and  Okehampton  of  a Voluntary  Association  to  provide  Health 
Visitors  and  Shelters  for  tuberculous  persons  in  the  neighbourhood. 
The  most  important  event  in  1911  was  the  extension  of  compulsory 
notification  to  all  classes  of  persons  found  to  be  suffering  from 
tuberculosis.  In  that  year  also  is  the  first  mention  of  a Tuberculosis 
Dispensary,  provided  from  voluntary  subscription  and  staffed  by 
volunteer  workers  in  Torquay.  That  all  this  work  was  still  only 
on  a very  small  scale  is  shown  by  the  fact  that  only  73  specimens  of 
of  sputum  were  examined  for  tubercle  bacilli  during  the  year  as 
compared  with  434  deaths  due  to  respiratory  tuberculosis. 

1912  was  a very  important  year,  for  it  was  then  that  the  Govern- 
ment made  provision  for  the  treatment  of  all  tuberculous  persons, 
the  insured  by  the  Insurance  Commissioners  and  the  non-insured  by 
the  County  Councils.  The  County  Medical  Officer  prepared  a 
comprehensive  report  on  the  existing  conditions,  and,  as  a result  of 
this,  a Sanatorium  was  acquired,  but  the  Report  does  not  say  where 
it  was  situated.  Three  whole-time  and  one  part-time  Tuberculosis 
Officers  were  appointed,  and  Dispensaries  set  up  in  Exeter  and 
Torquay.  Sanitary  Authorities  were  urged  to  be  active  in  the  matter 
of  improving  housing  accommodation,  and  Education  Authorities 
in  the  proper  feeding  and  medical  treatment  of  school  children.  By 
1913  compulsory  notification  was  beginning  to  be  more  eftective  and 
the  Tuberculosis  Officers  getting  settled  down  in  their  new  occupa- 
tion. The  examination  of  contacts  is  specially  mentioned  among 
their  duties.  ‘ Ivybank  ’ was  set  in  operation  as  a Dispensary  and 
Hospital,  with  eight  beds.  A Dispensary  was  opened  at  9,  Castle 
Street,  Barnstaple,  and  it  also  contained  six  beds.  At  Torquay,  in 
a house  known  as  ‘ Larchmont,’  there  was  set  up  a Dispensary  and 
a Hospital  of  twenty  beds.  Another  important  step  was  the  pur- 
chase of  the  Hawkmoor  Estate,  with  a view  to  its  being  developed 
into  a Sanatorium  to  take  100  patients.  As  these  adaptations  would 
take  time  to  complete,  shelter  accommodation  for  20  patients  was 
put  up  as  a temporary  measure,  the  first  patients  being  received  in 
June.  A pavilion  of  20  beds  was  erected  in  the  grounds  of  the 
Isolation  Hospital  at  Bideford.  Shelters  were  also  being  erected  on 
a smaller  scale  in  association  with  other  Isolation  Hospitals  and  for 
domiciliary  treatment.  It  will  thus  be  seen  that  the  foundations  of 
the  tuberculosis  service  were  well  and  truly  laid  in  this  County  before 
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the  first  World  War.  That  work  was  well  done  is  shown  by  the  fact 
that  subsequent  improvements  in  the  methods  of  dealing  with 
tuberculosis  could  be  incorporated  in  the  existing  arrangements 
without  any  fundamental  change. 

In  the  Report  for  1914  it  is  noted  that  the  Tuberculosis  Officer 
at  ‘ Ivybank  ’ was  also  acting  as  Tuberculosis  Officer  for  Exeter 
City  Council.  It  had  not  yet  been  possible  to  find  suitable  premises 
for  a Dispensary  in  Plymough,  and  patients  from  the  Plymouth 
district  had  to  travel  to  Torquay.  In  1915  the  first  permanent  build- 
ings at  Hawkmoor  were  completed  and  accommodation  thus 
provided  for  80  patients.  It  had  been  found  impossible  to  complete 
the  adaptation  of  ‘ Larchmont  ’ in  Torquay,  so  the  Dispensary  and 
Hospital  were  transferred  to  ‘ Smyrna,’  which  was  a more  suitable 
building.  The  programme  of  expansion  was  inevitably  curtailed 
by  the  first  World  War.  In  1920  a Preventorium  for  40  children 
was  provided  at  ‘ Sydney  House,’  Torrington,  and  was  an  immediate 
success.  Hawley  Hospital  was  opened,  with  20  beds,  in  Barnstaple. 
In  1921  hospital  accommodation  was  increased  by  the  removal  from 
‘ Smyrna  ’ to  ‘ Whitecliff  ’ in  Torquay,  which  provided  46  beds.  By 
now  the  facilities  provided  were  considered  adequate  for  the  popula- 
tion, and  no  fresh  premises  were  acquired. 

The  facilities  in  the  Dispensaries,  Hospitals  and  the  Sanatorium 
were  continually  improved  to  meet  the  ever-increasing  standards  of 
care  (both  medical  and  general)  which  were  necessary.  From  the 
early  1930’s  it  was  the  policy  of  the  County  Council  to  concentrate 
treatment  facilities  in  Hawkmoor,  and  as  a result  extra  beds  have 
been  provided  there,  together  with  up-to-date  surgical  accommoda- 
tion and  all  the  necessary  staff  and  administrative  quarters. 

Whitecliff’  was  closed  in  1939  and  ‘ Ivybank  ’ in  1947,  the  patients 
in  both  instances  being  transferred  to  Hawkmoor. 

In  1948  the  introduction  of  the  National  Health  Service  Act 
transferred  the  management  of  Hawkmoor,  Hawley  and  the  Dis- 
pensaries from  the  County  Council  to  the  South  Western  Regional 
Hospital  Board,  and  retained  responsibility  for  only  that  part  of  the 
tuberculosis  service  which  is  concerned  with  health  education, 
prevention  and  after-care  work. 

The  County  Council’s  disappointment  at  losing  its  tuberculosis 
hospitals  and  clinics  was  mitigated  by  the  knowledge  that  change  of 
ownership  would  not  mean  change  of  use,  and  that  the  inhabitants 
of  the  County  would  continue  to  benefit  by  these  first-class  facilities 
which  the  Council  had  provided.  That  the  scourge  of  tuberculosis 
is  now,  in  our  County,  only  a shadow  of  its  former  dreadful  self 
(more  than  600  deaths  in  1908  compared  with  51  deaths  in  1958)  is 
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due  in  the  main  to  the  enlightened  enthusiasm  with  which  the  County 
Council  tackled  the  gigantic  task  of  tuberculosis  control  in  the  past. 
The  same  enthusiasm  has  continued  in  the  application  of  B.C.G. 
vaccination,  utilization  of  the  mass  X-ray  service,  and  the  rest  of  the 
modern  preventive  measures  which  are  now  the  Council’s  main 
responsibility  in  the  campaign. 

If  the  County  Council  and  the  Regional  Hospital  Board  go  to  it 
together  in  the  future  as  well  as  the  County  Council  went  it  alone  in 
the  past,  then  the  centenary  account  of  the  chest  service  may  well 
begin  with  the  words: — 

‘ Once  upon  a time  there  was  a disease  called  tuberculosis.’  ” 


Chest  Clinics 

During  1958  close  liaison  has  continued  with  the  four  Chest 
Physicians,  the  Consultant  Chest  Physicians,  the  Directors  of  the 
Mass  Radiography  Units  and  District  Medical  Officers  of  Health  in 
co-ordinating  activities  for  the  treatment  and  after-care  and  the 
prevention  of  tuberculosis. 

The  work  of  the  four  Chest  Clinics  in  Torquay,  Barnstaple, 
Exeter  and  Plymouth  is  summarised  in  the  table  below. 


Chest  Clinic  Statistics — 1958 


I orcjuay 

B'stple 

Exeter 

Plymouth 

Total 

Patients  on  Register 
1.1.58 

1,234 

858 

1,125 

509 

3,726 

New  Notifications 

76 

48 

97 

35 

256 

Deaths 

18 

17 

19 

11 

65 

Patients  on  Register 
31.12.58 

1,272 

860 

1,166 

^19 

3,817 

First  examination  of 
suspects 

916 

616 

1,307 

348 

3,187 

Cases  of  T.B.  found 

84 

43 

66 

19 

212 

Contacts  examined 

373 

243 

456 

372 

1,444 

Cases  of  T.B.  found 

7 

5 

5 

4 

21 

Contacts  vaccinated 
with  B.C.G. 

100 

65 

237 

146 

548 
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Source  of  Referral  of  Newly  Discovered  Cases 

The  fall  in  the  number  of  new  notifications  noted  last  year  has 
continued  in  spite  of  the  intensified  case-finding  programme.  The 
work  in  the  clinics  has  continued  with  undiminished  intensity. 

That  increased  effort  should  yield  diminishing  results  is  satis- 
factory so  far  as  it  goes. 

Rather  fewer  new  contacts  have  been  examined  this  year,  but 
the  yield  at  27  per  1,000  persons  examined  is  the  highest  yet  obtained 
and  shows  how  worth  while  is  this  method  of  case-finding,  and  also 
that  the  risk  which  these  persons  face  is  still  a grave  one.  The 
assistance  of  the  health  visitors  in  obtaining  a good  attendance  of 
contacts  for  examination  and  in  the  subsequent  B.C.G.  vaccination 
of  the  uninfected  is  very  great,  and  it  is  hoped  that  the  local  authori- 
ties will  allow  their  health  visitors  to  spend  as  much  time  as  possible 
on  these  preventive  measures. 


Infectivity 

273  persons  were  known  to  have  had  tubercle  bacilli  in  their 
bronchial  secretions  though  by  no  means  all  of  them  had  cough  and 
sputum.  In  many  of  the  new  patients  with  small  infiltrations 
bacilli  were  only  obtained  by  repeated  bronchial  lavage,  and  this 
procedure  is  being  increasingly  employed  in  the  assessment  of  old 
patients  in  the  clinics. 

The  general  level  of  infectivity  would  seem  to  be  low. 


Infectioh  with  Resistant  Organisms 

It  has  been  recorded  that  in  some  parts  of  the  country  as  many 
as  5 % of  all  new  patients  are  found  to  have  bacilli  resistant  to  one  or 
more  of  the  standard  drugs.  Dr.  Moore  has  begun  the  investigation 
but  did  not  collect  enough  cases  during  the  year  to  form  an  opinion. 
The  investigation  will  continue  during  1959. 


Posthumous  Notifications 

There  were  only  5 persons  with  posthumous  notification  of 
tuberculosis.  1 has  been  notified  in  another  county,  1 was  known 
to  the  chest  clinic  and  his  disease  was  not  considered  to  be  active, 
1 was  an  old  lady  moribund  when  admitted  to  hospital  on  whom  a 
post-mortem  showed  generalized  miliary  tuberculosis,  2 were  cases 
of  respiratory  illness  in  whom  a positive  culture  was  not  received 
until  after  death. 
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Mass  Radiography 

The  new  mobile  unit  has  been  a welcome  addition  to  the 
M.M.R.  facilities  of  the  clinical  area  and  the  establishment  of 
headquarters  in  Exeter  has  made  for  more  convenient  working. 
Detailed  figures  relating  to  the  work  of  the  unit  are  given  in  Appendix 
Table  la. 


Tuberculin  Testing  Scheme 

In  September,  1957  a further  age  group  was  added  and  5,  6,  7 
and  8 year-old  children  have  been  included  throughout  the  year. 

Two  new  cases  were  detected  by  the  scheme  during  this  year. 
One,  a mother,  notified  in  June,  1958,  the  other  a girl  of  1 1 years  with 
glands  of  neck.  Nine  children  and  two  contacts  were  placed  under 
observation  by  the  Chest  Physicians  in  addition  to  the  cases  and 
numbers  under  observation,  from  previous  years. 

The  following  figures  summarise  the  work  carried  out  during  the 
first  four  years  of  the  scheme. 


Summary  of  Cases  Picked  up  September,  1954 — October,  1958 


5 -year 
entrants 

Conversions 

Total 

No.  entrants  tested: 

18,654 

— 

18,654 

No.  positive: 

948 

— 

948 

No.  given  second  or 

subsequent  tests: 

— 

23,341 

23,341 

No.  of  Conversions: 

— 

181 

181 

No.  of  cases  picked  up: 

{a)  Adult.. 

6 

3 

9 

{b)  Children 

11 

2 

■ 13 

No.  of  cases  per  1,000 
children  tested: 

(a)  Adult.. 

.3 

.12 

lb)  Children 

.6 

.08 

No.  of  cases  per  100 
positive  children: 

(a)  Adult.. 

.6 

1.6 

{b)  Children 

1.1 

1.1 
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TUBERCULIN  TESTING  SCHEME 
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B 


FOOD  AND  MILK 


Food  and  Drugs  Act  Administration 

In  1908  and  the  years  immediately  following,  substantial 
numbers  of  samples  were  taken  for  examination,  although  the  level 
of  sampling  recommended  by  the  Local  Government  Board  was  not 
attained.  Attention  was  directed  mainly  to  milk,  butter,  cream, 
spirits  and  sugar  in  1909;  there  were  26  adulterations  reported  and 
12  prosecutions.  Possibly  as  a result  of  the  interest  shown  by 
Dr.  Adkins,  there  was  a substantial  increase  in  sampling  by  1912, 
when  860  samples  were  taken  of  different  sorts  of  foodstuffs.  Milk 
still  rightly  took  pride  of  place  with  298  samples,  followed  by  spirits 
and  flour,  37  samples.  There  were  38  adulterations  and  25  prosecu- 
tions, 16  in  connection  with  milk. 

The  scope  and  extent  of  sampling  was  maintained  throughout 
the  years,  milk  continuing  to  give  rise  to  the  greatest  number  of 
adulterations  and  consequent  prosecutions. 

The  figures  reflect  the  interest  and  activity  of  the  Police;  who 
then  administered  the  principal  provisions  of  the  Act. 

By  1946  there  was  a much  greater  variety  of  foodstuffs  to 
sample,  and  the  Devon  Constabulary  relinquished  its  functions  under 
the  Act.  The  work  was  continued  in  this  Department,  when  seven 
full-time  Sampling  Officers  were  appointed. 

Food  ami  Drugs  Act,  1955 

The  County  Health  Inspector  submits  the  following  report  for 
1958:— 

During  the  year,  3,384  formal  and  informal  samples  were  taken 
by  the  five  full-time  and  one  part-time  Sampling  Officers  employed 
in  the  Department.  1,069  of  them  were  submitted  to  the  Public 
Analyst  and  the  remaining  2,315  (all  milks)  were  examined  by  the 
Gerber  Test  in  the  laboratory  attached  to  the  Department.  Of 
the  1,069  samples,  228  were  milk  and  841  commodities  other  than 
milk. 

The  samples  submitted  to  the  Public  Analyst  represented  a very 
wide  range  of  foodstuffs  and  medicines — ^milk,  ice  cream,  sausages, 
spirits,  proprietary  medicines  and  drugs,  to  mention  only  a few  of  the 
commodities  given  special  attention. 

The  Public  Analyst  reported  that  92  samples  were  either 
adulterated  or  gave  rise  to  some  other  irregularity.  57  of  the  92 
samples  were  of  milk  and  34  contained  added  water.  As  a result, 
8 vendors  were  prosecuted  and  a warning  letter  was  sent  in  1 other 
case. 
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The  remaining  23  samples  of  milk  were  ones  in  which  the  non- 
fatty solids  and/or  butter  fat  was  below  the  normal  accepted  figure, 
but  investigation  in  each  case  showed  that  the  milk  was  being  sold 
in  the  same  condition  as  it  came  from  the  cow,  so  that  no  offence 
under  the  Food  & Drugs  Act  was  being  committed. 

The  remaining  35  samples  reported  on  by  the  Public  Analyst 
were  commodities  other  than  milk.  1 was  bread  and  1 rum  and 
butter  sweets,  and  a prosecution  was  successfully  instituted  in  each 
case.  The  remaining  33  samples  were  ice  cream  (3),  pork  sausages 
(14),  pork  luncheon  meat  (8),  butter,  beef  suet  (2),  Rib  of  lavine 
tablets,  school  milk  bottles  containing  foreign  matter  (2),  margarine 
and  toffee.  A warning  letter  was  sent  in  7 cases,  a verbal  warning 
was  given  in  1 instance  and  no  action  was  taken  in  the  remaining 
25  cases. 

Milk  Supplies 

There  was  a growing  awareness  in  the  early  years  of  the  century 
of  the  necessity  for  a clean  milk  supply.  There  was  by  then  proof 
that  infected  milk  was  a cause  of  tuberculosis  in  children,  and  there 
began  the  long  struggle  to  improve  the  conditions  under  which  milk 
was  produced.  Reports  for  the  period  up  to  the  first  World  War 
contained  many  hard-hitting  comments. 

In  the  early  1920’s  we  read  of  Clean  Milk  Competitions  and 
these  generated  a great  deal  of  enthusiasm  amongst  the  more 
progressive  producers.  The  passing  of  the  Milk  (Special  Desig- 
nation) Order,  1923  and  the  Milk  & Dairies  Order,  1926,  was  a great 
stimulus  to  producers  and  officials  alike  and  the  County  Council 
took  the  lead,  in  a drive  to  ensure  uniformity  of  action  throughout 
the  County. 

The  production  of  the  higher  grades  of  milk  was  not  yet  being 
undertaken  on  a large  scale.  Even  in  1929  only  9 licences  to  produce 
•Grade  A.  milk  were  issued  by  the  County  Council,  whilst  the 
Ministry  of  Health  granted  5 licences  for  the  production  of  Certified 
milk  and  3 for  Grade  A.  Tuberculin  Tested  milk. 

In  1934  the  County’s  first  Veterinary  Officer  was  appointed,  to 
make  a systematic  attempt  to  detect  animals  yielding  tuberculous 
milk,  and  the  number  of  samples  to  be  submitted  for  biological 
examination  was  extended  to  1,000  per  annum.  Eighteen  months 
later  the  proportion  of  samples  found  to  contain  tuberculosis  was 
1-93%. 

1936  saw  the  introduction  of  a new  Milk  (Special  Designations) 
Order.  The  designations  “ Certified  ” and  “ Grade  A.”  disappeared 
to  be  replaced  by  “ Tuberculin  Tested  ” and  “ Accredited  ” and  the 
County  Council  became  the  licencing  authority  for  these  grades  of 
milk.  An  enormous  amount  of  work  was  performed  in  connection 
with  licencing  and  control  of  this  type  of  production  until  1949, 
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when  the  Ministry  of  Agriculture  assumed  responsibility.  At  the 
end  of  1949,  the  County  Council  had  issued  793  Tuberculin  Tested 
licences  and  744  Accredited  licences. 

Pasteurisation 

Very  little  was  seen  of  Pasteurised  milk  in  the  County  until 
World  War  II,  when  the  many  advantages  of  this  type  of  milk  came 
to  be  realised.  In  1950  the  County  Council  undertook  the  licencing 
and  inspection  of  all  Pasteurising  establishments  and  14  dairies  were 
producing  Pasteurised  milk  at  the  end  of  that  year.  By  1958  the 
number  of  licences  had  fallen  to  1 1,  due  to  concentration  of  the  work 
in  bigger  plants,  but  it  is  estimated  that  approximately  85  % of  the 
milk  consumed  in  the  County  is  now  Pasteurised. 

Milk  in  Schools  Scheme 

The  first  references  to  the  provision  of  milk  in  schools  occur  in 
1931,  when  milk  of  “ Grade  A.”  quality  was  supplied  to  certain 
schools  in  one-third  pint  bottles  at  a cost  of  Id.  a bottle;  at  the  end 
of  1931,  3,596  children  were  supplied.  By  the  end  of  1938  this 
scheme  had  grown  so  considerably  that  330  schools  were  being 
supplied  and  16,523  children  were  drinking  milk  at  school. 

In  the  post-war  years  almost  every  school  participated  in  the 
scheme,  and  the  problem  then  became  one  of  eliminating  first 
Accredited  and  Ungraded  milk  and  finally  of  passing  over  completely 
to  Pasteurised  or  Tuberculin  Tested  Pasteurised  milk,  which  stage  was 
first  reached  in  1956.  The  latest  figures  show  that  of  a total  of 
459  schools,  436  receive  Pasteurised  milk  and  23  Tuberculin  Tested 
milk. 

Devon’s  Animal  Health 

The  latest  figures  indicate  that  there  are  now  11,163  Attested 
herds  in  the  County,  representing  88  % of  the  total  cattle  population. 
The  enormous  strides  made  since  1934,  largely  due  to  the  co- 
operation between  the  Animal  Health  Division  of  the  Ministry  and 
the  farming  community,  should  ensure  that  the  problem  of  bovine 
tuberculosis  soon  ceases  to  exist. 

I am  indebted  to  Mr.  R.  R.  Willing,  Divisional  Veterinary 
Officer,  for  the  following  review  of  animal  health  in  the  County: — 

“ It  has  been  recognised  from  Biblical  times  that  animal  and 
human  health  are  to  some  extent  interdependent.  It  is,  therefore, 
not  inappropriate  to  incorporate  an  account  of  the  present  position 
concerning  the  incidence  of  animal  disease  in  a report  devoted  to 
animal  health.  It  is  a privilege  to  be  able  to  make  this  contribution 
on  the  occasion  of  the  Jubilee  of  the  Health  Service  in  this  County. 

Devon  is  essentially  a stock  rearing  County  and  carries  a heavier 
cattle  and  sheep  population  than  any  other  County,  hence  the  im- 
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portance  to  its  inhabitants  and  economy  of  a wholesome  meat  and 
milk  supply.  Reviewing  the  incidence  of  disease  over  the  last  fifty 
years,  it  is  encouraging  to  note  the  enormous  advances  made  in  the 
field  of  veterinary  science,  and  who  can  say  what  impact  the  ever 
increasing  mobility  and  new  discoveries  will  have  on  health  and 
well-being  of  future  generations  of  man  and  animal.  Challenges 
will,  of  course,  be  met  and  accepted  as  they  always  have  been.  It  is 
usually  profitable  to  review  the  past,  and  as  a member  of  the  Animal 
Health  Division  of  the  Ministry  of  Agriculture,  Fisheries  and  Food 
for  the  past  thirty-five  years,  the  writer  has  been  concerned  with  the 
application  of  measures  for  the  eradication  and  control  of  certain 
diseases  of  animals  likely  to  alflct  man. 

Early  recollections  of  animal  disease  conditions  in  Devon  prior 
to  the  First  World  War  were  that  bovine  Tuberculosis  and  Brucellosis 
were  rife  throughout  the  County.  Incidence  of  non-pulmonary 
Tuberculosis  of  bovine  origin  among  children,  contracted  through 
drinking  T.B.  infected  milk  must  have  been  correspondingly  high. 
A very  ineffective  attempt  to  control  open  Tuberculosis  was  made 
during  the  early  part  of  the  century  and  relaxed  during  the  First 
World  War  and  again  revived  in  1925.  It  was  not  until  the  early 
thirties  that  a determined  effort  was  made  to  deal  with  what  then 
appeared  to  be  an  almost  insurmountable  problem. 

Until  that  time  the  public  service  engaged  only  a small  number 
of  Veterinary  Officers,  but  public  opinion  was  becoming  more  and 
more  aware  of  the  importance  of  animal  health  and  a spate  of  new 
appointments  of  Veterinary  Officers  by  the  more  progressive  County 
and  Municipal  authorities  followed.  It  was  evident  that  local 
authorities  could  not  operate  the  Milk  and  Dairies  Legislation  with- 
out the  advice  and  guidance  of  either  whole  or  part-time  Veterinary 
Inspectors.  A vigilant  Government  had,  perforce,  to  take  note  of 
this  important  trend  and  it  was  decided  to  establish  the  State 
Veterinary  Service  as  it  now  functions  just  before  the  Second  World 
War,  in  1938. 

The  Public  Health  requirements  of  milk  are  that  it  shall  be  safe, 
clean,  wholesome  and  unadulterated. 

Safe  milk  means  milk  which  is  free  from  germs  capable  of 
causing  disease;  clean  milk  means  milk  of  good  keeping  quality, 
therefore,  on  these  definitions  dirty  milk  might  be  safe  and  clean 
milk  might  be  dangerous!  To  ensure  that  milk  should  be  available 
only  from  disease  free  cows  is  the  responsibility  of  the  Veterinary 
Surgeon. 

The  Ministry’s  voluntary  Attested  Herds  Scheme  was  introduced 
in  1935  as  a preliminary  to  the  complete  eradication  of  the  disease 
and  for  the  next  fifteen  years  or  so  made  little  headway.  It  will  be 
seen  from  the  following  table  that  there  were  only  751  attested  herds 
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in  Devon  at  the  end  of  1949.  From  then  onwards  the  rate  of  increase 
was  much  more  rapid  and  each  year  showed  an  increased  number  of 
new  registrations  over  the  previous  year,  the  most  recent  figure  show- 
ing 11,572  registrations  of  new  herds: — 


Annual  Progress  of  Attestation  for  the  Ten  Years  1949 — 1959 

Increase  over 


Date 

Number  of  herds: 

Previous  Year: 

31.12.49 

751 



31.12.50 

1,051 

300 

31.12.51 

1,706 

655 

31.12.52 

3,263 

1,557 

31.12.53 

4,043 

780 

31.12.54 

4,848 

805 

31.12.55 

6,668 

1,820 

31.12.56 

8,036 

1,368 

31.12.57 

9,448 

1,412 

31.12.58 

11,313 

1,865 

Similarly,  the  number  of  T.T.  licences  in  force  has  increased 
consistently  during  the  last  ten  years: — 


Milk  Registrations  and  T.T.  Licences,  1949 — -1959 


Total  Number  of 

Total  Number  of 

Date 

Milk  Registrations: 

T.T.  Licences: 

1.10.49 

10,600 

839 

30.9.50 

10,654 

1,226 

31.3.51 

10,728 

1,449 

31.3.52 

10,583 

1,936 

31.3.53 

10,559 

2,195 

31.3.54 

10,453 

2,561 

31.3.55 

10,310 

2,982 

31.3.56 

10,024 

3,270 

31.3.57 

9,837 

3,736 

31.3.58 

9,667 

4,258 

31.3.59 

9,447 

4,868 

It  is  fair  to  say  that  the  war  years  put  a serious  brake  on  progress 
and  Attested  Status  was  granted  only  to  herds  which  could  qualify 
for  a T.T.  licence.  The  situation  now  is  such  that  there  is  an  early 
prospect  of  the  whole  of  Devon  becoming  part  of  an  extensive 
Attested  Area. 

Odd  cases  of  T.B.  may  occur  in  attested  herds  from  time  to  time, 
although  such  cases  can  be  expected  to  become  less  and  less.  Even 
less  frequent  will  be  cases  in  which  the  biological  examination  of  a 
sample  of  milk  taken  by  a Medical  Officer  of  Health  shows  evidence 
of  Tuberculosis.  In  the  past  statistics  show  that  in  about  two-thirds 
of  such  cases  in  Great  Britain  the  offending  cow  was  detected  and 
slaughtered,  usually  at  the  first  visit  of  the  Veterinary  Inspector.  In 
the  remaining  one-third,  the  veterinary  enquiry  yielded  completely 
negative  results.  In  one  out  of  four  or  five  of  these  negative  cases 
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cows  had  been  removed  from  the  herd  during  the  interval  between  the 
time  of  the  taking  of  the  sample  of  milk  by  the  Medical  Officer  of 
Health  and  the  time  of  the  initial  examination.  Here  I would  quote 
from  Dr.  Adkins’  report  in  the  “ Devon’s  Health  in  1957  ” where  he 
says  in  respect  of  Tuberculosis — •“  However,  the  optimism  recently 
anticipated  in  many  quarters,  including  the  lay  press,  that  Tuber- 
culosis is  now  a back  number  as  an  infectious  disease,  should  be 
treated  with  extreme  caution.”  This  remark  presumably  takes 
account  of  the  possibility  that  a human  subject  may  be  responsible 
for  re-infecting  the  bovine  animal. 

It  had  been  estimated  ten  years  ago  that  it  would  take  over 
thirty  years  to  eliminate  Tuberculosis  at  the  rate  of  progress  then 
being  made.  Now,  ten  years  later,  it  will  be  seen  that  we  are  in 
sight  of  complete  eradication,  and  if  T uberculosis  were  the  only  milk- 
borne  disease  pasteurisation  would  not  be  necessary. 

Other  milk  borne  diseases  of  animal  origin  do  occur  from  time 
to  time  and  the  only  practical  answer  to  this  risk,  however  small,  is 
efficient  pasteurisation.  It  is  always  possible,  however,  that  through 
a technical  breakdown  in  the  pasteurising  plant,  some  infected  milk 
may  be  improperly  pasteurised  and  passed  for  sale  to  the  public. 

It  is  interesting  to  note  that  legislation  had  been  successful  in 
eradicating  quite  a few  serious  diseases  of  animals,  namely  Cattle 
Plague  in  1877  and  Pleuro-Pneumonia  in  1898.  Two  diseases 
communicable  to  man,  however,  namely  Rabies  and  Glanders,  were 
not  eradicated  until  1922  and  192S  respectively. 

As  scientific  knowledge  increased,  further  legislation  with  the 
object  of  controlling  and  preventing  the  introduction  and  dissemina- 
tion of  other  diseases,  has  been  introduced,  so  we  now  have  a vast 
number  of  complicated  Acts  and  Orders  designed  not  merely  to 
safeguard  the  individual  owners  from  financial  loss  but  the  whole 
livestock  industry  as  an  integral  part  of  our  national  economy. 

It  is  the  responsibility  of  the  Animal  Health  Division  to 
administer  measures  to  prevent  the  re-introduction  of  diseases 
already  eradicated  or  under  control,  as  well  as  to  prevent  the 
introduction  of  exotic  diseases  not  already  experienced.  The  speed 
of  modern  transport  has  made  the  task  more  onerous  than  ever 
before. 

Immediately  after  the  First  World  War  Rabies  was  introduced 
into  the  West  County  as  a result  of  the  landing  at  Plymouth  of  an 
affected  dog.  This  dog  left  a trail  of  disease  among  dogs  and  other 
suseeptible  farm  animals  along  a route  from  Plymouth  to  Modbury. 
Several  persons  were  bitten  and  received  Pasteur  treatment,  then 
available  only  in  Paris.  This  particular  outbreak  was  not  finally 
brought  under  control  until  1922.  Although  cases  of  Rabies  may 
oecur  from  time  to  time  among  imported  dogs  undergoing  quarantine 
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Jestrictions  in  Government  approved  kennels,  there  is  now  a feeling 
of  great  relief  in  the  knowledge  that  dogs  from  countries  where 
Rabies  exists  are  kept  in  strict  isolation  for  a period  of  six  months. 

Glanders  was  a serious  disease  at  the  beginning  of  the  present 
century,  when  cases  of  this  disease  in  humans  were  not  rare.  A 
pathetic  account  of  his  own  infection  with  Glanders  was  recorded  by 
a well  known  Veterinary  Surgeon  who  suffered  for  three-and-a-half 
years,  during  which  time  he  endured  the  loss  of  an  arm.  Thanks  to 
the  Mallein  test  infected  horses  can  now  be  detected.  Glanders  was 
finally  eradicated  from  this  country  in  1928. 

Other  diseases,  such  as  Anthrax  in  animals  and  certain  forms  of 
Ornithosis  in  birds,  occur  from  time  to  time.  Our  ultimate  objective 
must  be  not  merely  to  preserve  our  meat  and  milk  supplies,  but  to 
ensure  that  they  are  wholesome  and  that  the  human  population  is  not 
exposed  to  infection  of  diseases  from  animals. 

In  conclusion  one  can  take  encouragement  from  past  achieve- 
ments in  the  continuous  struggle  between  man  and  his  domestic 
animals  on  the  one  hand,  and  the  bacterial  and  virus  diseases  which 
beset  them.” 


WATER  SUPPLIES 

In  1909  Dr.  Adkins  was  able  to  report  that  ” most  of  the  urban 
areas  now  possess  a satisfactory  supply  ” of  water,  although  there 
were  some  exceptions.  It  is  obvious  that  throughout  the  ensuing 
years  very  real  efforts  were  made  to  keep  the  supply  abreast  of  the 
demand  in  all  the  larger  centres  of  population. 

The  position  in  the  rural  areas  was  by  no  means  as  satisfactory. 
No  public  supply  existed  in  most  of  the  villages,  the  inhabitants 
obtaining  their  water  from  surface  wells,  most  of  which  were  either 
polluted  or  liable  to  pollution. 

A prolonged  drought  during  the  summer  of  1911  caused  many 
of  the  rural  supplies  to  fail,  but,  generally,  the  urban  areas  survived 
this  ordeal  very  creditably. 

The  plight  of  the  really  small  villages  is  reflected  in  this  quotation 
from  the  1911  Report.  In  the  Rural  District  of  Holsworthy  “all 
the  villages  depend  on  shallow  wells,  a large  number  of  which  are 
liable  to  pollution  by  surface  water;  the  water  from  32  of  these, 
when  analysed,  was  found  to  be  polluted.”  Even  a locality  as  large 
as  Topsham,  in  the  St.  Thomas  Rural  District,  depended  on  ten 
wells;  the  Analyst  reported  five  as  dangerously  polluted  and  five  as 
of  inferior  quality. 

It  was  not  until  the  1930’s  that  a determined  attempt  was  made 
to  deal  with  the  more  rural  areas,  when  extensions  and  improvements 
were  continually  being  made. 
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Where  Water  Boards  and  large  undertakings  derived  water 
supplies  from  Dartmoor,  towns  and  villages  along  the  route  of  the 
trunk  main  were  often  supplied.  The  Torquay  Water  Undertaking, 
the  Paignton  Water  Undertaking  and  the  Kingsbridge  and  Salcombe 
Water  Board  are  instances  of  this. 

The  first  Rural  District  to  embark  upon  a complete  Regional 
Scheme  of  its  own  was  Tiverton,  in  1939. 

After  World  War  11  there  was  a dramatic  change  in  the  approach 
to  the  problem  of  the  rural  areas. 

In  1946  the  North  Devon  Water  Board  was  set  up,  to  be 
followed  by  the  South  Devon  Water  Board  in  1950  and  the  East 
Devon  Water  Board  in  1951.  The  three  Boards  began  a massive 
programme  of  main-laying,  which  even  yet  is  far  from  complete. 
Ultimately  they  will  have  taken  an  abundant  supply  of  pure  water 
to  every  village  within  their  respective  areas  of  supply.  The  cost 
will  have  been  heavy,  but  of  inestimable  value  to  the  health  of  the 
County,  to  the  well-being  of  its  inhabitants  and  to  the  efficiency  of 
the  agricultural  industry. 

The  progress  made  by  the  three  Water  Boards,  since  their 
inception,  has  been  most  impressive;  The  North  Devon  Water 
Board  now  covers  an  area  of  1,621  square  miles — greater  by  far  than 
any  other  Board  in  England  and  Wales.  594  miles  of  water  main 
have  been  laid  and  the  volume  of  water  supplied  annually  has 
reached  the  figure  of  1,771,736,000  gallons.  The  total  capital 
expenditure  incurred  by  the  Board  is  £3,647,000. 

The  South  Devon  Water  Board  has  a statutory  area  of  supply 
amounting  to  240  square  miles.  258  miles  of  main  have  been  laid 
and  the  daily  output  of  water  is  1,280,000  gallons — approximately 
467,200,000  gallons  in  the  year.  The  total  capital  expenditure  is  in 
the  region  of  £2,185,000  and  a substantial  proportion  of  this  is  due 
to  the  construction  of  the  Avon  Dam;  when  the  new  filtration  plant 
is  in  operation,  the  cost  of  the  two  projects  will  be  in  the  neighbour- 
hood of  a million  pounds. 

The  East  Devon  Water  Board  now  covers  an  area  of  200  square 
miles.  108  miles  of  main  have  been  laid  and  the  output  of  water  is 
approximately  547,000,000  gallons  a year.  The  total  capital  ex- 
penditure in  the  first  seven  years  of  the  Board’s  existence  is  £576,222. 

The  three  Water  Boards  have  all  been  active  during  1958,  despite 
restrictions,  and  all  have  substantial  schemes,  either  in  course  of 
construction  or  awaiting  the  consent  of  the  Minister  of  Housing  and 
Local  Government.  This  progress  is  emphasised  by  the  increasing 
amount  of  the  precept  which  each  Board  makes  on  the  County 
Council.  Comparative  figures  are  as  follows: — ■ 

1956/57  1957/58  1958/59  1959/60 

Actual  Cost  Actual  Cost  Probable  Cost  Precept 
North  Devon  Water  Board:  £111,350  £99,125  £159,775  £234,000 

South  Devon  Water  Board:  £5u  800  £34,675  £112,075  £176,700 

East  Devon  Water  Board:  £24,950  £84.6/5  £86,050  £77,300 


29 


Other  water  undertakings  also  embarked  on  substantial  regional 
schemes;  for  example,  the  St.  Thomas  R.D.C.  supplies  many  of  its 
Western  and  Northern  parishes  with  water  purchased  in  bulk  from 
the  Torquay  Corporation  and  the  Exeter  City  Council,  and  the 
Plympton  St.  Mary  R.D.C.  added  an  intake  on  the  River  Erme  to 
its  existing  sources  and  has  now  supplied  a large  number  of  its 
parishes  through  its  trunk  mains. 


SEWERAGE  AND  SEWAGE  DISPOSAL 

As  would  be  expected,  most  of  the  urban  areas  were  provided 
with  sewerage  systems  in  1908,  although  in  many  instances  conditions 
were  very  far  from  perfect.  The  rural  areas  were  in  a much  worse 
state;  the  larger  villages  often  had  a sewer,  but  usually  the  means  of 
disposal  was  highly  unsatisfactory  and  the  risk  of  polluting  a water 
supply  ever  present. 

Over  the  years  some  progress  was  made  with  the  improvement 
or  extension  of  existing  systems,  but  a picture  of  sanitary  conditions 
before  World  War  1 can  best  be  appreciated  by  the  following  figures 
for  Typhoid  Fever  and  Diarrhoea: — 


Year 

Typhoid  Fever 
Cases: 

Deaths: 

Diarrhoea 

Deaths 

1907 

130 

20 

79 

1908 

112 

18 

76 

1909 

93 

13 

58 

1910 

75 

10 

39 

1911 

171 

26 

224 

1912 

81 

17 

61 

1913 

92 

15 

107 

1914 

81 

9 

45 

It  will  be  noted  from  both  these  tables  that  there  was  a steady 
fall  in  deaths  from  diarrhoea  from  1907  to  1910  inclusive;  the 
enormous  leap  in  the  figures  for  1911  was  due  to  the  “ very  hot  dry 
summer”  of  that  year.  Fortunately,  in  retrospect,  1912  was  a 
“ wet  cold  summer,”  and  its  influence  on  this  disease  is  unmistake- 
able.  The  investigations  into  the  Typhoid  Fever  outbreaks  show 
that  the  two  principal  causes  of  the  disease  were  the  pollution  of 
drinking  water  supplies  and  shellfish  beds  by  sewage. 

Early  reports  contain  many  references  to  the  fatal  effects  of 
unsatisfactory  sewage  disposal:  ” Three  serious  cases  with  two  fatal 
results  were  reported  in  this  district,  and  were  probably  due  to  a 
polluted  water  supply,  the  result  of  an  old  leaking  water  main  which 
passed  through  sewage-polluted  land.” 
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“ Seven  cases  were  reported  in  a small  hamlet  in  this  district 
and  were  caused  by  a polluted  well.” 

“An  epidemic  of  Typhoid  Fever  in  1911  in  a certain  town 
resulted  in  49  cases,  with  9 deaths.  On  investigating  the  cause, 
suspicion  rested  on  the  unsatisfactory  conditions  of  the  backyards 
and  drainage  of  the  area  invaded,  and  also  on  the  outfall  sewers, 
which  allow  crude  sewage  to  be  deposited  on  the  shores  near  the 
town.  Children  play  on  these  foreshores  and  shellfish  and  seaweed 
are  gathered  on  them.” 

“ Eight  cases,  with  one  death,  occurred  at and  were  caused 

by  a leaking  sewer  polluting  the  surface  wells  of  the  village.  A new 
supply  of  drinking  water  is  to  be  brought  into  the  village.” 

On  a happier  note  is  this  1911  report  from  Teignmouth — •“  Dr. 
Piggott  states  that  since  the  new  water  supply  was  provided  in  1908, 
the  incidence  of  Typhoid  Fever  has  fallen  to  a level  never  previously 
attained  in  the  town.” 

The  high  death-rate  from  diarrhoea  in  these  years  was  due 
largely  to  insanitary  conditions  contributing  to  the  prevalence  of 
dust  and  flies.  In  August  1911  the  Local  Government  Board  was 
forced  to  issue  a Circular  emphasising,  among  other  things,  “ the 
necessity  of  efficient  scavenging,  the  daily  removal  of  house  and 
stable  refuse,  or  domestic  cleanliness  and  of  keeping  all  food 
properly  protected.”  How  far  we  have  progressed  since  then — but 
much  still  remains  to  be  done! 

Steady  progress  with  the  provision  of  modern  systems  of 
sewerage  and  sewage  disposal  was  made  in  the  nineteen-twenties, 
and  this  was  accelerated  in  the  nineteen-thirties.  After  World  War 
II  the  passing  of  the  Rural  Water  Supplies  & Sewerage  Act,  1944 
made  it  much  easier  for  the  poorer  authorities  to  construct  sewage 
disposal  systems,  providing,  as  it  did,  for  substantial  Governmental 
and  County  Council  grants  towards  the  cost  of  schemes  for  “ rural 
localities.”  The  formation  of  the  Water  Boards,  and  the  provision 
of  piped  water  to  so  many  villages,  soon  accentuated  the  need  for 
adequate  sewerage  schemes. 

The  great  progress  made  by  the  provision  of  sewerage  and 
sewage  disposal  facilities  in  the  County  up  to  the  end  of  1955  has 
continued  at  a somewhat  quieter  pace;  this  is  due  largely  to  the 
restriction  on  capital  expenditure  and  the  increase  in  interest  rates. 
Nevertheless,  several  important  schemes  have  been  proceeded  with 
and  a number  of  the  smaller  schemes  have  been  allowed  to  go 
forward. 

During  the  year,  the  following  schemes  were  considered  by  the 
County  Medical  Department,  and  recommendations  in  each  case 
were  made  to  the  appropriate  Committee  of  the  County  Council: — 
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Local  Authority: 

Parishes  or  Areas  Ajfected: 

Estimated  Cost: 

Barnstaple  R.D. 

Croyde  Sewer  Extension 

L 

620 

Barnstaple  R.D. 

Goodleigh 

9,390 

Bideford  R.D. 

Stoke 

8,297 

Crediton  R.D. 

Chawleigh 

14,600 

Holsworthy  R.D. 

Ashwater 

2,815 

Kingsbridge  R.D. 

Chillington,  Revised  Scheme 

18,207 

Kingsbridge  R.D. 

Outer  Hope  Cove 

350 

Kingsbridge  R.D. 

Woodleigh 

3,122 

Newton  Abbot  R.D. 

Bishopsteignton 

2,550 

Newton  Abbot  R.D. 

Kingsteignton 

2,000 

Okehampton  R.D. 

Hatherleigh 

32,660 

Okehampton  R.D. 

Sampford  Courtenay 

6,150 

Okehampton  R.D. 

Sticklepath,  Revised  Scheme 

2,555 

Ottery  St.  Mary  U.D. 

Tipton  St.  John,  Revised  Scheme 

26,000 

St.  Thomas  R.D. 

Clyst  Valley 

501,000 

St.  Thomas  R.D. 

Doddiscombleigh 

4,800 

St.  Thomas  R.D. 

Topsham  Relief  Outfall 

3,358 

Tavistock  R.D. 

Mary  Tavy,  Revised  Scheme 

38,793 

Tavistock  R.D. 

Sydenham  Damerel 

2,600 

Totnes  R.D. 

Diptford 

6,246 

Totnes  R.D. 

Halwell 

5,492 

Sanitary  Accommodation  in  Schools 

Although  some  of  the  urban  schools  enjoyed  a water  carriage 
system  of  sanitation,  their  numbers  must  have  been  comparatively 
few  in  1908,  whilst  in  the  rural  areas  where  a piped  supply  of  water 
was  most  infrequent,  the  schools  often  used  objectionable  and 
dangerous  middens.  Earth  closets  were  just  being  introduced  in 
such  cases. 

There  were  544  schools  in  1908,  so  that  it  seems  probable  that 
at  least  500  schools  relied  on  pail  closets  or  even  more  highly 
undesirable  systems. 

By  the  end  of  1958  there  were  459  schools,  and  so  much  progress 
has  been  made  with  the  provision  of  mains  water  supplies  and  sewage 
disposal  systems  that  the  number  of  schools  still  using  pail  closets 
had  shrunk  to  17. 

Of  these  17,  4 are  due  to  be  converted  to  water  carriage  systems 
in  1959  and  in  5 others  the  work  has  not  been  carried  out  because  of 
the  extreme  likelihood  that  these  schools  will  soon  be  closed. 

The  remaining  8 schools  are  awaiting  the  provision  of  either  a 
mains  water  supply  or  a sewerage  system  in  their  respective  villages; 
it  seems  highly  unlikely  that  even  these  unhappy  schools  will  have 
to  wait  for  more  than  three  or  four  years  for  an  amenity  which  the 
majority  take  for  granted  nowadays. 
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Nevertheless,  the  transformation  of  the  scene,  particularly  in 
the  past  fifteen  years^  has  been  a remarkable  one  and  our  thanks  are 
due  to  all  those  who  have  contributed  to  this  improved  state  of 
affairs — progressive  local  authorities.  Water  Boards,  the  respective 
Ministries  and  the  County  Council  itself. 


River  Pollution  Prevention 

The  prevention  of  the  pollution  of  rivers  and  streams  was  a 
County  Council  responsibility  until  1950.  In  the  early  reports  there 
were  so  many  references  to  pollution  by  sewage  that  it  is  difiicult  to 
escape  the  conclusion  that  almost  every  sewer  was  laid  straight  to 
the  nearest  stream  or  river;  clearly  an  effective  sewage  disposal 
works  was  a luxury  few  communities  possessed. 

As  the  years  went  on  the  slow  improvement  of  sewage  disposal 
arrangements  throughout  the  County  began  to  be  reflected  in  a 
diminishing  pollution  of  rivers  from  sewage,  but  black  spots  still 
remained;  there  was  also  an  increase  in  pollution  from  industrial 
sources,  so  that  much  remained  to  occupy  the  attention  of  the 
River  Board  when  responsibility  passed  to  it  on  its  formation  in 
1950. 

The  cost  of  an  adequate  sewage  disposal  works  is  a heavy  burden 
on  the  finances  of  some  smaller  authorities,  even  allowing  for  the 
grants  payable  by  the  Ministry  and  County  Council  under  the  Rural 
Water  Supplies  and  Sewerage  Act  of  1944.  Unfortunately,  some 
areas,  predominantly  rural  in  character,  are  precluded  from  receiving 
such  grants,  since  they  form  part  of  an  Urban  District,  which  places 
an  almost  impossible  burden  on  the  local  ratepayers. 

A similar  problem  arises  with  many  small  towns — and  a few 
large  ones — on  the  coast  or  tidal  estuaries.  Whilst  there  is,  as  yet, 
no  evidence  that  the  same  public  health  considerations  apply  as  to 
rivers,  there  is  no  doubt  that  sufiicient  nuisance  is  caused  in  some 
areas  to  cause  concern  over  the  effect  on  the  important  holiday 
industry  in  the  County.  At  the  same  time,  the  Devon  River  Board 
(whose  jurisdiction  does  not  at  present  extend  into  tidal  waters)  fear 
that  heavily  polluted  estuaries  may  discourage  the  normal  passage 
of  fish  up  stream. 

It  is  now  evident  that  the  problem  of  preventing  pollution  of 
estuaries  and  beaches  can  only  be  tackled  if  the  various  urban 
authorities  receive  special  financial  help  from  the  County  Council 
and  this  received  preliminary  consideration  by  the  Water  and 
Sanitation  Committee  in  the  latter  part  of  1957. 
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PERSONAL  HEALTH  SERVICES 


MATERNITY  AND  CHILD  WELFARE  SERVICES 

In  the  early  years  of  this  century  there  were,  for  every  1,000 
births,  some  4-5  maternal  deaths  and  from  90-100  of  the  children 
died  before  reaching  their  first  birthday. 

Apparently  the  first  proposal  for  special  workers  in  the  Mater- 
nity and  Child  Welfare  field  was  made  in  1911  by  the  then  Barnstaple 
Medical  Officer  of  Health  who  suggested  the  appointment  of  a 
Health  Visitor  in  his  area.  This  was  three  years  before  the  Local 
Government  Board  issued  a circular  regarding  the  possibility  of  a 
grant  “ in  respect  of  institutions  or  other  provision  for  Maternity 
and  Child  Welfare.”  This  grant  was  intended  for  providing  clinics, 
dispensaries  and  the  salaries  of  Health  Visitors  and  other  officers 
engaged  in  this  particular  work.  Stress  was  laid  on  the  need  for 
improved  ante-natal,  natal  and  post-natal  care  of  the  child  until  the 
age  of  school  entry.  This  circular  envisaged  home  visiting  of 
mothers  and  young  children  throughout  the  country  and  the  setting 
up  of  Maternity  Centres  staffed  by  doctors  and  Health  Visitors 
at  which  mothers  could  be  advised  on  their  own  and  their  children’s 
health,  in  1916  a new  committee  was  formed  under  the  chairman- 
ship of  the  then  Lord  Fortescue  and  a scheme  for  Maternity  and 
Child  Welfare  was  adopted  with  the  proviso  that  the  cost  should 
not  exceed  the  product  of  a farthing  rate.  It  was  envisaged  that 
much  of  the  work  would  be  carried  out  by  the  district  nurses  with 
the  addition  of  4 Health  Visitors  in  areas  not  covered  by  the  Local 
Nursing  Association.  At  the  same  time  provisional  plans  were 
made  to  appoint  medical  officers  and  arrange  for  hospital  facilities 
for  complicated  maternity  cases.  In  January  1917  Miss  L.  M. 
Booker,  who  still  resides  at  Sidmouth,  was  appointed  to  the  com- 
bined post  of  Chief  Health  Inspector  and  Inspector  of  Midwives,  and 
later  the  same  year  the  first  two  Health  Visitors  commenced  duty. 
Financial  assistance  was  also  proposed  for  those  areas  running 
voluntary  M'.  and  C.W.  centres  and  where  the  births  averaged  more 
than  100  a year,  Sidmouth  and  Ottery  being  quoted  as  examples. 

In  the  early  days  extensions  of  the  service  were  relatively  rapid 
and  in  1918  there  were  already  11  voluntary  and  County  Council 
clinics  with  14  Health  Visitors  and  the  Medical  Officer  of  Health 
already  asking  for  more  staff  in  1919.  However  there  was  still  no 
hospital  accommodation  specifically  for  maternity  cases  and  indeed 
in  some  areas  not  even  a qualified  domiciliary  midwife.  This  year 
also  saw  the  start  in  a small  way  of  a Welfare  Foods  scheme  in  the 
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supply  of  milk  free  to  necessitous  families  with  an  income  of  less 
than  7/-  a week  for  each  person.  This  was  to  continue  until  the 
onset  of  the  priority  Welfare  Foods  Scheme  of  the  2nd  world  war. 

Progress  continued  slowly  in  most  directions  till  in  1 925  there  was 
disquiet  at  the  unchanged  level  of  loss  of  life  due  to  childbirth. 
Money  was  allocated  to  start  ante-natal  clinics  and  arrangements 
made  for  abnormal  cases  to  be  admitted  to  one  of  8 hospitals  for 
confinement.  All  maternal  deaths  became  the  subject  of  a detailed 
investigation.  A year  later  the  idea  of  dental  care  for  expectant 
mothers  was  first  mooted  though  no  action  was  taken.  1930  saw 
new  development  in  arrangements  for  orthopaedic  hospital  care  of 
young  children  and  also  in  the  Child  Life  Protection  provisions  for 
the  care  of  foster  children.  Strict  rules  were  laid  down  and  Health 
Visitors  made  regular  monthly  visits  to  supervise  the  wellbeing  of 
these  children. 

The  onset  of  war  in  1939  and  the  consequent  evacuation  of 
mothers  and  children  brought  many  changes  with  a temporary 
expansion  in  the  provision  of  hostels,  and  facilities  for  confinement 
and  the  establishment  of  day  nurseries  for  the  young  children  of 
working  mothers. 

1948  saw  the  implementation  of  the  National  Health  Service 
Act  of  1946  and  again  brought  changes  in  the  M.  and  C.W.  field. 
All  hospital  accommodation  became  a matter  for  the  Regional 
Hospital  Board  and  at  first  it  appeared  that  ante-natal  care  would 
rest  almost  entirely  in  the  hands  of  the  General  Practitioners.  In 
fact  the  9 medical  ante-natal  clinics  closed  completely  within  a short 
period  but  gradually  the  need  for  health  education  of  expectant 
mothers  by  team  work  between  the  Health  Visitor  and  midwife  has 
led  to  a great  development  in  this  field,  and  the  present  type  of  clinic 
is  flourishing  as  never  before.  In  the  same  way  the  child  welfare 
centres  serve  the  continuing  needs  of  each  new  generation  of  mothers, 
though  now  that  physical  care  has  so  greatly  improved  the  accent  is 
on  preventive  mental  health  for  the  rising  generation. 

At  the  end  of  a half  century  we  can  look  back  over  a steadily 
falling  infant  mortality  with  a rate  now  only  a quarter  of  that  when 
the  first  County  Medical  Officer  took  up  his  duties.  The  maternal 
mortality  rate  has  within  the  past  few  years  averaged  only  0.6  per 
1,000 — an  ever  greater  proportionate  reduction,  but  there  is  no 
room  for  complacency.  The  loss  of  maternal  and  child  life  is  still 
considerably  above  that  of  some  continental  countries  and  New 
Zealand,  and  these  figures  point  the  way  for  continued  endeavour 
to  equal  their  life-saving  measures. 


35 


MIDWIFERY 

Midwifery  has  been  governed  by  Acts  of  Parliament  since  1902, 
and  as  a result  of  the  various  acts,  many  good  things  have  mater- 
ialized such  as  (a)  making  it  illegal  for  any  unqualified  person  to 
attend  a woman  in  childbirth;  (b)  instituting  the  Central  Midwives 
Board  for  the  proper  training  of  midwives,  for  their  supervision  and 
for  the  regulation  of  their  practice;  (c)  making  it  a duty  of  the  Local 
Authority  to  provide  a domiciliary  midwifery  service. 

From  the  records  available  to  me,  of  the  Practise  of  Midwifery 
in  Devon,  it  is  interesting  to  note  that  in  October  1916  the  Devon 
Nursing  Association  was  requested  to  train  6 Nurse  Midwives,  the 
County  Council  paying  £40  towards  the  cost  of  each  person  training 
and  the  Nursing  Association  to  pay  the  balance.  What  that  balance 
was  is  not  known,  but  taking  into  account  the  value  of  the  pound  at 
that  time,  it  does  show  that  then,  as  now,  the  training  of  a midwife 
was  expensive. 

In  1917  on  the  3rd  January,  the  first  Inspector  of  Midwives  was 
appointed  and  in  May  of  the  same  year  consideration  was  given  to 
the  means  to  be  adopted  to  obtain  midwives  for  the  parishes  not 
provided  with  an  efficient  service  of  qualified  midwives  in  place  of 
the  old  “ handy  woman.”  In  October  the  6 Nurse  Midwives  who 
commenced  training  the  previous  October  became  available  for 
duty.  A year  later  some  areas  combined  midwifery  duties  with 
those  of  home  nursing  duties.  About  this  time  many  cases  of 
citation  before  the  Central  Midwives  Board  were  quoted,  and 
undesirable  midwives  had  their  names  struck  off  the  roll.  With  the 
passing  of  the  years  it  was  possible  to  supply  midwives  to  cover  all 
the  parishes  in  Devon,  and  the  Midwifery  equipment  required  in 
those  days  was  gradually  supplied  to  all  midwives.  Such  equipment 
usually  meant  a midwifery  bag,  containing  a few  instruments,  an 
enema  syringe  and  a douche  can.  Analgesics  were  of  course  unheard 
of,  for  a midwife’s  practice,  as  were  anti-biotics. 

Records  of  1920  show  that  midwifery  fees  were  fixed  at  25/-  for 
the  attendance  of  midwives  for  a first  baby  and  20/-  for  a second 
and  subsequent  babies,  a booking  fee  of  10/-  to  be  paid  by  all 
applicants,  thus  showing  a recognition  of  the  fact  so  well  known 
today,  that  a mother  having  a first  baby  was  not  so  easy  to  deliver 
and  took  up  more  of  the  midwife’s  time.  It  is  also  interesting  to 
note  that  much  less  was  done  for  the  unmarried  mother,  in  that  she 
had  to  pay  the  full  amount  of  25/-  at  the  time  of  booking;  ” if  the 
fee  be  not  paid  the  midwife  to  decline  the  case.”  Also  shown  in 
these  records  is  an  interesting  note  that  “ at  all  midwifery  cases  at 
any  distance,  the  midwife  must  be  fetched,  or  a cab  paid  for,” 
whether  such  payment  to  be  made  by  the  County  Council,  the 
Nursing  Association  or  the  patient,  is  not  stated.  Gradually  cars 
for  the  use  of  midwives  were  purchased  for  many  areas,  although  it 
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was  not  until  after  1948  that  every  District  Nurse/Midwife  was 
supplied  with  this  means  of  transport. 

The  fees  payable  to  General  Practitioners  called  in  by  Midwives 
on  Medical  Aid  forms  also  makes  interesting  reading,  so  many  of 
these  being  for  cases  of  “ Puerperal  Fever  ” and  one  has  reason  to  be 
very  grateful  for  improved  standards  of  health  and  general  hygiene 
and  more  recently  the  introduction  of  anti-biotics  which  makes  the 
practice  of  midwifery  so  much  safer  today  than  it  was  previously. 

I cannot  help  being  impressed  by  two  very  notable  minutes 
recorded  at  a Meeting  of  the  Maternity  and  Child  Welfare  Com- 
mittee of  the  Devon  County  Council  held  on  September  7th,  1931. 

1.  That  the  County  Medical  Officer  enquire  as  to  whether 
arrangements  could  be  made  with  the  Maternity  Homes  and 
Hospitals  for  Post  Graduate  training  of  Midwives  by  a 
Mutual  Exchange  of  staff. 

2.  That  the  County  Medical  Officer  enquire  of  the  smaller 
cottage  hospitals  as  to  whether  they  would  be  prepared  to 
make  arrangements  with  the  Devon  Nursing  Association, 
or  the  County  Council,  whereby  women  with  poor  home 
conditions,  can  be  confined  in  such  hospitals,  and  attended 
by  the  Association’s  midwives. 

It  is  interesting  to  note  that  although  further  minutes  show  that 
it  was  not  possible  to  proceed  with  proposal  (1),  the  Central  Mid- 
wives Board  in  its  Rules  of  1955  have  made  attendance  at  Post 
Graduate  Courses  for  Midwives  compulsory  every  five  years,  and 
that  with  regard  to  minute  (2),  Lynton  Cottage  Hospital  did 
participate  in  this  scheme,  making  two  beds  available. 

The  Rules  of  the  Central  Midwives  Board  have  also  constantly 
been  under  review.  A notable  change  in  the  Rules  has  been  the 
alteration  of  the  lying-in  period  from  10  days  to  14  days,  and  one 
cannot  help  wondering  whether,  in  these  days  of  early  ambulation 
of  the  patient,  the  Rules  might  not  yet  again  be  altered  to  define  the 
normal  lying-in  period  as  10  days  once  again. 

The  year  1948  saw  the  implementation  of  the  National  Health 
Service  Act  of  1946,  and  instead  of  the  home  nursing  and  midwifery 
services  being  run  by  the  Devon  Nursing  Association,  with  grants 
from  the  County  Council,  the  service  was  taken  over  completely  by 
the  County  Council.  Any  misgivings  which  the  Midwives  might 
have  had,  as  to  whether  this  might  mean  as  personal  a service  as 
had  hitherto  been  their  experience,  were  very  quickly  dispelled.  All 
midwives  were  supplied  with  cars.  Those  not  already  on  the 
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telephone  were  immediately  put  on,  and  those  not  trained  in  the  use 
of  analgesics  were  brought  up  to  date.  Equipment  too  was 
amplified,  and  the  group  system  of  working,  which  had  been  started 
in  four  areas  prior  to  1948,  was  extended  to  cover  all  areas,  thus 
giving  closer  liaison  between  headquarters  staff,  and  also  ensuring 
better  off-duty. 

Up  to  date  we  have  progressed  according  to  the  times.  Each 
midwife  has  been  supplied  with  and  taught  how  to  use,  the  oxygen 
apparatus  for  the  resuscitation  of  the  new  born  infant.  She  has 
been  sent  regularly  to  Post  Graduate  Courses.  She  has  been  en- 
couraged to  attend  lectures  given  by  Obstetricians  and  Paediatricians 
and  has  always  been  kept  informed,  by  circular  letters  or  by  visits 
from  headquarters  staff,  of  the  current  trends  in  midwifery. 

This  year  a most  important  survey  into  “ Perinatal  Mortality  ” 
has  taken  place,  and  although  it  was  appreciated  by  the  midwives 
that  ante-natal  care  was  just  as  important  as  attendance  at  the 
delivery,  I think  it  is  true  to  say  that  a study  of  the  questionnaires 
in  relation  to  the  above  Survey  showed  them  even  more  than  they 
had  realised  previously  how  vital  good  ante-natal  care  is,  and  it  is  to 
their  credit  that  since  the  Survey  more  Relaxation  and  Mothercraft 
teaching  clinics  have  been  started  by  them  in  conjunction  with  the 
Health  Visitors.  One  innovation  which  1 am  happy  to  applaud  has 
taken  place  in  the  Torbay  area.  Midwives  have  been  invited  to 
attend  meetings  of  the  Obstetric  Services  Group,  not  only  to  listen 
to  lectures,  but  to  air  their  views  with  regard  to  midwifery  problems, 
and  1 understand  that  in  1959  one  of  the  evenings  will  be  termed 
“ Midwives’  Night  ” at  which  the  midwives  themselvs  will  be  the 
speakers.  Such  meetings  cannot  help  but  break  down  any  barriers 
which  might  exist  between  the  Medical  and  Nursing  professions,  and 
must  make  for  good  co-operation.  The  table  of  figures  shows  that 
once  again  a great  proportion  of  the  Domiciliary  Midwives’  work  has 
been  the  nursing  and  the  ante-natal  care  of  hospital  booked  cases. 

What  of  the  future?  The  trend  seems  to  be  for  hospital 
delivery,  but  increased  building  for  this  purpose  would  be  costly  and 
does  not  seem  necessary  with  the  high  standard  of  domiciliary  care 
of  today,  and  indeed  there  will  always  be  a proportion  of  women  who 
will  want  to  have  a home  confinement,  and  a good  domiciliary 
service  must  therefore  be  maintained.  The  eagerly  awaited  Cran- 
brook  Report  may  point  the  way  to  the  Domiciliary  Service  of  the 
future,  and  1 have  reason  to  believe  that  this  will  be  available  early 
in  1959.  We  have  been  told  that  we  must  be  prepared  for  changes. 
Whatever  these  changes  might  be  1 am  confident  the  midwives  will 
see  that  they  are  carried  out  in  the  best  interests  of  the  mothers  and 
babies. 
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Midwifery  Work  in  1958 

A brief  summary  of  the  work  carried  out  by  domiciliary  mid- 
wives in  1958  is  as  follows: 

Domiciliary  Deliveries  attended 
Nursing  care  of  Mothers  discharged  from  Hospital 
before  14th  day 

Attendances  at  Ante-Natal  Clinics  (G.P.s) 

Attendances  at  Ante-Natal  Clinics  County  Council 
No.  of  cases  in  which  Gas  & Air  was  administered 
No.  of  cases  in  which  Trilene  was  administered 
No.  of  cases  in  which  Pethidine  was  administered 
Medical  Aid  was  saught  in  922  cases 
Total  number  of  midwifery  visits  paid  . . 
of  which  13,366  were  Ante-Natal  visits  for 
Hospital  booked  confinements. 

Ante-Natal  Clinics 

There  are  now  25  M.idwife/Health  Visitor  ante-natal  clinics 
being  held  at  appropriate  intervals  in  towns  in  the  county.  While 
much  individual  teaching  is  done  by  the  midwives  when  paying 
home  visits,  there  is  increasing  evidence  that  these  centres  provide 
welcome  educational  facilities  for  the  expectant  mother.  It  is 
hoped  that  the  talks  given,  especially  those  on  diet  and  weight 
control  may,  by  improving  the  health  of  the  expectant  mother, 
gradually  lead  to  a lowering  of  the  present  undesirably  high  perinatal 
mortality  and  maternal  toxaemia.  In  addition  to  the  group 
meetings  for  the  mothers,  in  some  areas  there  have  also  started  the 
occasional  session  held  in  the  evenings  at  which  fathers  also  are 
welcome.  It  has  been  interesting  to  notice  how  keen  many  of  the 
young  husbands  are  to  attend  for  discussions  on  various  aspects  of 
parenthood.  The  midwives  also  report  that  an  increasing  number 
of  husbands  are  electing  to  be  present  at  the  time  of  the  birth  of 
the  baby. 

During  1958,  2,01 1 women  made  a total  of  8,050  attendances  at 
the  25  Clinics,  being  an  increase  of  33j%  on  the  previous  year. 


2,607 

1,464 

2,216 

1,400 
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Births 

The  total  number  of  births  recorded  in  1 958  is  slightly  lower  than 
the  previous  year,  and  the  upward  trend  temporarily  halted.  39% 
of  births  took  place  at  home,  61  % in  hospitals  or  other  institutions, 
as  follows: — 


Live  Births 

Stillbirths 

TOTAL 

Domiciliary 

2,624 

16 

2,640 

Institutional 

4,168 

128 

4,296 

Total 

6,792 

144 

6,936 
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Family  Planning 

Facilities  for  family  planning  for  married  women  have  always 
been  arranged  through  the  agency  of  either  the  Women’s  Welfare 
Association  or  the  Family  Planning  Association.  Clinics  existed  in 
Exeter  and  Plymouth  prior  to  1932,  when  the  County  Council  first 
resolved  to  pay  travelling  expenses  for  necessitous  cases  referred  on 
medical  grounds.  Subsequently  fees  were  paid  in  a similar  manner 
and  eventually  grants  were  made  to  the  associations  concerned. 

Before  the  last  war  further  centres  had  been  opened  at  Barn- 
staple and  at,Dartington,  and  in  recent  years  facilities  have  been 
further  extended  to  Paignton  and  Launceston.  These  six  centres 
cover  the  whole  of  Devon  very  adequately. 

The  number  of  cases  seen  under  the  D.C.C.’s  arrangements  was 
84  new  cases  and  819  continuation  cases,  as  compared  with  75  and 
701  in  1957. 

It  is  not  generally  realised  that  these  clinics  do  not  confine 
themselves  to  advice  on  family  spacing:  a proportion  of  the  women 
attending  seek  advice  on  complete  or  partial  sterility,  and  the  work 
that  is  being  done  in  the  remedying  of  childlessness  is  of  very  great 
importance  to  not  a few  couples  who  greatly  desire  parenthood. 

Care  of  Unmarried  Mothers 

The  level  of  the  illegitimacy  rate  seems  to  have  been  nearly 
constant  around  5 % throughout  the  century  except  for  the  years  of 
the  two  world  wars  when  there  was  the  usual  expected  rise  associated 
with  the  disruption  of  family  life  in  general.  In  1919  the  rate  rose 
to  7.5  per  cent,  and  there  is  a comment  in  the  records  of  that  time 
that  no  provision  existed  for  the  care  of  the  unmarried  mother  and 
illegitimate  child.  It  does  appear  that  about  this  time  there  existed  a 
N.  Devon  Rescue  Home  at  Barnstaple  but  there  is  no  evidence  that  the 
County  Council  referred  any  cases  there  for  care.  The  first  reference 
to  St.  Olave’s  Home  in  Exeter  occurs  in  1921  when  a very  young 
girl  was  sent  there  at  the  financial  responsibility  of  the  County 
Council. 

Even  as  late  as  1935  it  was  reported  that  a number  of  the 
hospitals  were  unwilling  to  admit  unmarried  mothers  except  for 
emergency  purposes  and  that  such  women  should  be  treated  at  the 
Public  Assistance  Institutions,  which  on  the  whole  were  not  specially 
equipped  or  staffed  for  maternity  work. 

Before  the  war  little  particular  interest  in  the  illegitimate  child 
and  its  mother  was  taken  beyond  recording  the  fact  that  the  infantile 
mortality  of  this  group  was  significantly  above  that  of  children 
born  in  wedlock  and  the  same  unfortunately  remains  true  today. 
The  rise  in  illegitimacy  became  a serious  problem  in  the  war  years 
with  the  result  that  special  welfare  workers  were  appointed  to  help 
in  the  problem. 
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During  1958  the  Welfare  Workers  of  the  Diocesan  Council  for 
Moral  Welfare  dealt  with  285  cases  of  which  75  were  cases  referred 
by  the  Medical  Department  staff. 

21  cases  were  admitted  to  St.  Nicholas  Mother  and  Baby  Home, 
in  which  Home  the  County  Council  have  the  use  of  5 reserved  beds 
and  for  which  an  annual  grant  is  made.  14  cases  were  admitted  to 
other  Mother  and  Baby  Homes  in  the  County  and  1 to  a Home  out- 
side the  County  area. 

CHILD  WELFARE  SERVICES 

Births 

In  the  County  6,936  live  births  were  notified  (adjusted  for  trans- 
fers in  and  out). 

Domiciliary  2640 

Institutional  4296 


Total  6936 


Premature  Births 

During  the  year  419  premature  live  births  (i.e.  babies  weighing 
5^  lbs.  or  less  at  birth,  irrespective  of  period  of  gestation),  were 
notified. 

Table  111  (see  page  113)  gives  the  birth  weight,  place  of  birth 
and  the  number  of  premature  babies  surviving  in  each  group  at 
the  end  of  28  days. 

Stillbirths 

In  the  Administrative  County  144  stillbirths  were  notified 
during  the  year  (adjusted  for  inward  and  outward  transfers). 

Premature  stillbirths 


Domiciliary 

16 

7 

Institutional 

128 

58 

Total 

144 

65 

Mortality  Rates  England  and  Wales  Devon  1958 


Still  births 

(per  1,000  live  and  stillbirths) 

22.4  (1957) 

21.3 

Perinatal 

(per  1,000  live  and  stillbirths) 

36.8  (1956) 

35.1 

Neonatal 

(per  1,000  live  births) 

16.8  (1956) 

16.8 

Infant  Mortality 
(per  1,000  live  births) 

23.0  (1957) 

22.7 
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1 15  infants  died  in  the  first  4 weeks  after  birth  and  108  of  these 
deaths  were  investigated.  Of  these  108  no  less  than  97  occurred  in 
the  first  week  of  life  and  more  than  half  of  those  (55)  were  premature. 
This  demonstrates  the  importance  of  close  attention  to  ante-natal 
care  in  that  it  is  reasonable  to  conclude  that  a proportion  of  these 
babies  would  have  survived  if  pregnancy  had  continued  until  the 
normal  time  for  delivery.  The  perinatal  mortality  rate  is  somewhat 
higher  at  35.1  per  1,000  live  and  stillbirths.  The  neonatal  mortality 
rate  which  is  calculated  on  live  births  only  as  also  risen  to  16.8. 
Considered  in  the  light  of  increased  hospital  deliveries  these  figures 
can  only  be  regarded  as  unsatisfactory  and  compare  unfavourably 
with  those  prevailing  in  some  other  countries. 

Child  Welfare  Centres 

Child  Welfare  Centres  are  still  being  very  fully  used  by  the 
mothers  of  this  County  and  the  year  has  seen  an  increase  in  atten- 
dance by  infants  and  children  1 to  2.  Unfortunately  this  has  been 
counterbalanced  by  a small  drop  in  the  number  of  children  between 
2 and  5 attending.  This  is  most  unfortunate  as  many  defects, 
particularly  in  posture  and  dental  care,  have  their  start  in  these 
years.  The  earlier  troubles  are  detected  the  simpler  is  the  remedy 
necessary.  It  would  appear  that  there  may  be  a need  to  institute 
special  toddlers’  centres  but  at  present  this  is  impossible  with  the 
existing  number  of  Health  Visitors. 

Attendances  recorded  during  the  year  at  the  76  centres  were  as 


follows: 

Sessions  held  . . . . . . . . . . 2,839 

Infants  attending  (born  in  1958)  . . . . . . 3,439 

Attendances  by  infants  under  1 year  . . . . 51,779 

Children  1 — 2 years  attending  (born  1957)  . . 3,426 

Attendances  by  children  aged  1 — 2 years  . . 14,645 

Children  2 — 5 years  attending  (1953-56)  . . . . 4,620 

Attendances  by  children  aged  2 — 5 years  . . 16,364 


Welfare  Foods 

The  distribution  of  Welfare  Foods  was  taken  over  by  the  County 
Council  in  1954  and  now  continues  smoothly  and  effectively  in  the 
hands  of  the  Voluntary  Helpers  who  serve  the  County  so  well.  At 
the  end  of  the  year  232  distributors  were  issuing  Foods  from  their 
own  home  or  business  premises,  and  42  larger  distributing  centres 
were  manned  by  members  of  the  Women’s  Voluntary  Service. 
Occasionally,  a distributor,  for  personal  reasons,  is  forced  to  give 
up  the  work  and  we  are  indebted  to  the  W.V.S.  Organisation  for 
helping  to  find  replacements,  not  only  in  the  large  Centres  but  also 
in  the  remote  rural  areas.  Some  of  the  Voluntary  Helpers  are 
elderly  ladies,  who  in  time  to  come  will  not  be  able  to  carry  on,  and 
it  is  rather  significant  and  unfortunately  a trend  of  modern  times 
that  it  is  difficult  to  obtain  helpers  from  the  younger  generation.  It 
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may  be  that  this  dropping  off  of  helpers  will  become  an  acute 
problem  in  future  years. 

The  amount  of  Foods  distributed  during  the  year  is  given  below: 

122,267  Tins  of  National  Dried  Milk 
26,468  Bottles  of  Cod  Liver  Oil 
17,403  Packets  of  A & D Vitamin  Tablets. 

202,928  Bottles  of  Orange  Juice. 

A comparison  of  the  figures  with  those  of  1957  reveals  a decrease 
of  18%  in  the  issues  of  National  Dried  Milk,  which  is  somewhat 
inexplicable  as  the  increased  price  has  been  in  operation  for  18 
months  or  so.  Cod  Liver  Oil  also  shows  a heavy  decrease — 33y%. 
This  may  be  due  to  the  view  that  Cod  Liver  Oil  is  obtainable  in 
many  other  more  palatable  forms.  Issues  of  vitamin  tablets  remain 
the  same  as  the  previous  year,  but  Orange  Juice  dropped  by  nearly 
35%.  This  may  be  attributed  to  the  fact  that  1958  was  the  first 
full  year  in  which  the  issue  of  Orange  Juice  was  restricted  to  children 
up  to  2 years  of  age. 

During  the  year,  the  Ministry  ruled  that  losses  attributable  to 
negligence  in  the  distribution  of  the  Foods  in  the  County  were  to  be 
charged  against  the  Authority,  and  it  is  pleasing  to  note  that  the 
average  percentage  of  losses  throughout  the  yeai  has  been  .4% 
and  these  losses  include  breakage  and  out-of-date  stock  returned  to 
the  Ministry  of  Food  Depots.  This  latter  item  accounts  for  50% 
of  all  losses  recorded. 

The  administration  of  the  service  continues  satisfactorily,  and 
we  again  thank  the  Education  and  Welfare  Committees  for  the 
assistance  of  their  Officers  in  supervising  the  distribution  in  the 
Barnstaple,  Plympton,  South  Molton  and  Tavistock  districts. 

Problem  Families 

These  families  were  not  the  subject  of  special  comment  in  the 
first  forty  years  of  this  century.  The  gieat  advances  in  maternal 
and  child  care  and  in  housing  have  made  more  obvious  to  the  com- 
munity at  large  the  presence  in  our  midst  of  a small  proportion  of 
families  that  remain  unacceptable  socially  to  the  great  majority  of 
the  public.  Their  numerically  small  group  was  undoubtedly  far 
less  obvious  under  the  conditions  prevailing  in  the  early  days  of  the 
century,  but  nowadays  the  complexity  of  the  problem  and  the  number 
of  social  workers  who  may  inevitably  be  involved  in  the  many 
differing  facets  of  difficulty  these  families  demonstrate  has  resulted 
in  a not  inconsideiable  liteiature  since  evacuation  during  the  war 
first  brought  to  the  foie  the  multitudinous  troubles  of  this  group. 
Progress  inevitably  is  slow  but  the  reward  is  real  when  the  children 
grow  up  to  be  normal,  responsible  and  pleasant  citizens.  Needless 
to  say  a rather  large  minority  seem  to  resist  all  efforts  to  raise  the 
standard  of  family  life. 
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Handicapped  Children  (under  5 years) 

On  31st  December  239  children  under  5 years  of  age  were  on 
the  Handicapped  Register.  Of  these: 

57  were  suffering  from  mental  defects  (etc.). 

22  were  Mongols. 

21  had  physical  congenital  defects  and  abnormalities. 

21  were  suffering  from  congenital  heart  defects. 

7 were  spastics. 

1 was  blind. 

6 were  partially  sighted. 

7 had  speech  defects. 

1 3 were  deaf. 

25  were  epileptics. 

32  had  other  defects. 

27  had  physical  defects. 

Nurseries  and  Child  Minders  Act,  1948 

Following  the  war  years  and  closu  e of  the  wartime  Day 
Nurseries  it  became  apparent  that  the  public  had  become  used  to 
having  facilities  for  Day  Nursery  care  of  young  children  and  that 
with  many  trained  Nursery  Nurses  in  the  community  private  Day 
Nurseries  were  increasing  in  number.  The  Act  required  that  all 
persons  taking  care  of  three  or  more  children  for  gain  should  be 
registered  and  subject  to  inspection  at  regular  intervals. 

The  number  of  Nurseries  on  the  Register  at  the  end  of  1958  was 
five,  providing  accommodation  for  106  children;  and  four  Child 
Minders  registered  for  28  children. 

HEALTH  VISITING  SERVICE 

Following  a circular  from  the  Ministry  of  Health  in  1916  the 
County  Council  decided  to  inaugurate  a scheme  providing  fourteen 
full-time  Health  Visitors  for  the  County.  The  first  two  full-time 
Health  Visitors  were  appointed  in  October  1917,  and  this  number 
was  increased  to  fourteen  in  1918  and  to  twenty-two  in  1919. 

Their  duties  were  mainly  concerned  with  the  visiting  of  expectant 
and  nursing  mothers,  children  under  five  and  with  school  nursing 
duties,  but  they  also  took  over  Tuberculosis  visiting  from  the 
District  Nursing  Association  and,  in  the  early  days,  acted  as  super- 
visors of  midwives. 

From  the  very  beginning  the  work  of  the  Health  Visitor  has 
been  handicapped  by  lack  of  adequate  staff.  A large  proportion  of 
home  visits  are  paid  to  homes  with  young  children  but  the  results  of 
their  work  show  in  a lower  infant  mortality  rate  and  a general 
improvement  in  the  standards  of  child  care. 

Now  the  Health  Visitor’s  wo.k  has  broadened  to  include  the 
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whole  family  but  it  is  still  greatly  handicapped  by  an  insufficiency 
of  staff. 

During  1958,  out  of  a total  of  over  99,000  visits  only  10,919 
were  paid  to  age  groups  other  than  the  under  fives.  With  the  present 
trend  in  Health  Visiting,  the  next  half  century  should  see  almost  as 
many  being  paid  to  other  age  groups  particularly  old  people,  as  are 
at  present  paid  to  children  under  five  but  this  will,  of  course,  only  be 
possible  if  there  is  a considerable  increase  in  the  number  of  Health 
Visitors  as  the  work  with  children  must  still  go  on.  It  is  heartening 
to  note  that  there  has  been  a considerable  increase  over  last  year  in 
the  number  of  visits  paid  to  old  people  while  those  paid  to  the 
15 — 65  years  age  group  has  almost  doubled  during  the  last  twelve 
months.  More  and  more  talks  to  mothers’  groups,  schools,  etc.,  are 
being  given  every  year  by  Health  Visitors. 

Perhaps  one  of  the  most  outstanding  advancements  has  been 
the  way  in  which  Health  Visitors  acting  as  voluntary  Group  Advisers 
have  helped  with  the  running  of  the  service.  Those  groups  which 
have  a Group  Adviser  have  worked  smoothly  and  efficiently,  and 
have  provided  a wonderful  example  of  the  way  in  which  people  can 
work  together  as  a team  and  we  have  been  delighted  with  the  en- 
thusiasm and  initiative  which  has  come  from  the  Health  Visitors 
themselves.  It  is  hoped  that  in  the  next  year  or  so  we  shall  be  able 
to  appoint  a Group  Adviser  to  each  of  the  ten  groups  in  the  County 
and  that  their  work  will  be  officially  recognised. 


A summary  of  the  work  undertaken  by  the 
during  1958  is  as  follows: 

Health  Visitors 

Type  of  Visit 

No.  of  Visits 

Infants  under  1 year 

40,057 

Children  1 — 2 years 

17,827 

Children  2 — '5  years 

30,338 

Age  Groups  5 — -15  years  .. 

8,215 

Age  Groups  15 — 65  years  . . 

7,503 

Expectant  Mothers 

3,305 

Tuberculosis 

1,766 

Aged 

3,114 

Hospital  After-Care 

302 

Home  Help  Service 

1,525 

Under  Children’s  Act 

1,053 

All  Others 

217 

Attendances  at  Centres,  Clinics,  etc. 

8,394 

Households  Visited 

23,636 

“ No  Access  ” Visits 

Health  Education 

11,853 

Group  Talks  to  Mothers 

324 

Talks  given  in  Schools 

116 

All  other  Talks 

129 
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HOME  NURSING 

It  is  interesting  to  find  how  little  the  essential  work  of  the  home 
nurse  has  changed  over  the  past  50  years,  and  although  she  is  now 
able  to  nurse  many  more  cases  each  day,  and  cover  a much  wider 
aiea  because  of  her  improved  means  of  transport,  the  rules  which 
governed  her  practice  then  are  in  many  ways  applicable  today. 
One  notes  that  in  1905  her  name  was  changed  from  that  of  “ Parish 
Nurse  ” to  that  of  “ District  Nurse,”  because  it  was  envisaged  that 
in  the  future  she  would  nurse  more  than  one  parish,  and  certain 
rules  were  compiled  by  Nursing  Associations  which  are  still  practised. 

The  following  original  rules  may  be  of  interest  today: 

1 . She  was  not  allowed  to  attend  any  case  without  the  sanction  of 
” The  Medical  Man.” 

2.  She  must  communicate  with  the  Doctor  in  writing,  and  it  is 
hoped  that  the  Doctor  will  do  the  same,  to  avoid  leaving  verbal 
messages  with  the  patients  or  their  friends. 

3.  She  must  attend  a case  of  emergency  at  once,  reporting  such  a 
case  to  the  Doctor. 

4.  It  is  her  duty  to  do  all  that  concerns  the  person  and  bed  of  the 
patients,  and  she  is  responsible  for  their  personal  cleanliness.  She 
must  see  the  room  is  ventilated  and  cleaned,  and  do  her  best  to 
improve  the  general  surroundings,  and  when  the  relations  of  the 
patient  can  be  taught  how  to  keep  the  room  in  nursing  order  they 
should  be  encouraged  to  do  so. 

5.  She  must  leave  word  at  her  rooms  where  she  is  likely  to  be  found 
in  case  of  emergency,  and 

6.  She  must  keep  a register  of  her  patients  and  bring  it  to  be 
inspected  by  one  of  the  ladies  of  the  committee  once  a week. 

Thus  it  will  be  seen  that  only  in  Rule  6,  in  effect,  is  there  any 
alteration  to  her  code  of  practise. 

1918  saw  the  beginning  of  combining  home  nursing  duties  with 
that  of  midwifery  duties. 

There  is  no  record  of  the  number  or  type  of  case  which  a home 
nurse  was  expected  to  attend  in  those  early  days,  but  there- can  be 
no  doubt  that  there  was  a need  of  a home  nursing  service,  then,  just 
as  there  is  today,  and  each  succeeding  year  of  district  nursing  demon- 
strates the  value  of  this  work.  The  pattern  of  her  work  has  of 
course  altered  considerably  because  of  the  introduction  of  antibiotics 
and  other  drugs,  and  no  longer  does  she  have  to  nurse  a case  of 
pneumonia  by  applying  poultices  to  the  patient’s  chest  each  day,  and 
wait  anxiously  for  the  crisis,  which  usually  occurred  about  the  10th 
day,  nor  does  she  have  to  assist  the  doctor  in  performing  a “ Para- 
centesis Abdominus,”  Nevertheless  her  skills  are  brought  into 
practise  more  and  more  each  day,  and  she  plays  a very  large  part  in 
the  treatment  and  re-habilitation  of  her  patient,  who  might  otherwise 
have  to  spend  time  in  hospital,  or,  in  the  case  of  the  elderly  patient. 
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who  might  otherwise  end  his  or  her  days  in  a home  for  the  chronic 
sick. 

For  the  year  1958  it  will  be  noted  from  the  following  table  of 
the  District  Nurses’  work,  that  there  has  been  an  increase  of  318 
patients  who  were  aged  over  65  years,  and  an  increase  of  3,787  visits 
to  those  patients,  which  means  that  a little  over  50%  of  the  number 
of  patients  nursed  were  in  this  age  group,  and  accounted  for  almost 
60%  of  the  total  home  nursing  visits,  and  one  cannot  stress  too 
much  the  vocational  attitude  to  her  work,  still  evident,  which  makes 
a highly  qualified,  skilled  nurse  willing  to  undertake  this  very  arduous 
type  of  nursing. 

The  decrease  in  the  number  of  children  nursed  can  be  attributed 
to  causes  such  as  the  improved  health  of  children  generally,  and  the 
increase  in  the  number  of  Health  Visitors,  who  by  their  helpful 
advice,  are  able  to  prevent  children  getting  to  the  stage  where  they 
require  home  nursing. 

Whatever  the  future  might  hold  it  must  inevitably  be  bound  up 
with  the  changing  pattern  of  midwifery.  The  two  services  might 
even  become  divorced,  in  which  case  it  would  be  possible  to  make  the 
areas  at  present  nursed,  much  larger  in  acreage,  to  cover  a larger 
population.  It  is  not  beyond  the  bounds  of  possibility  that  more 
State  Enrolled  Assistant  Nurses  might  be  used  to  give  the  less 
skilled  nursing  care.  One  thing  only  is  certain,  that  while  there  are 
people  at  home  requiring  to  be  nursed,  there  will  be  a band  of 
nurses  willing  and  eager  to  perform  these  duties. 

The  following  table  shows  the  type  of  nursing  undertaken: 


Medical 

Sur- 

gical 

Infec- 

tious 

Dis- 

eases 

Tuber- 

culosis 

Mater- 

nal 

Com- 

plica- 

tions 

Others 

Totals 

Patients 
already 
inclu- 
ded who 
were 
over  65 
at  first 
visit 

Child- 
ren 
who 
were 
under  5 
at  first 
visit 

Number  of 

cases 

attended 

10,835 

3,401 

35 

92 

419 

654 

15,436 

7,815 

908 

Number  of 
visits  paid 

258,432 

52,414 

219 

5,626 

2,900 

30,582 

350,173 

205,712 

4,515 

2,887  patients  received  more  than  24  visits  during  the  year,  the  total 
visits  to  these  cases  being  201,214. 


Registration  of  Nursing  Homes 

Registration  was  not  required  until  after  the  passing  of  the 
Maternity  Nursing  Home  Act  of  1926,  and  the  following  year 
thirty-three  Homes  were  registered.  The  following  year  regulations 
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became  operative  in  relation  to  all  Nursing  Homes  and  the  total 
number  registered  increased  to  58.  From  1930  the  County  Council 
transferred  its  function  under  the  Act  to  the  Torquay  Borough 
Council  in  respect  of  Homes  in  that  area.  Conditions  respecting 
the  registration  of  Nursing  Homes  were  further  codified  in  the  1936 
Public  Health  Act,  and  there  have  been  no  further  changes  in  the 
law  since  then. 

Initially  the  Nursing  Home  provided  to  a very  large  extent 
private  maternity  accommodation,  but  since  the  extension  of  the 
hospital  maternity  service  under  the  National  Health  Service  Act 
the  demand  for  private  care  has  greatly  diminished.  Few  of  the 
Nursing  Homes  still  offering  maternity  accommodation  show  a heavy 
demand  for  the  facilities,  and  the  registered  number  of  beds  available 
gives  a false  impression  of  the  use  being  made.  On  the  other  hand 
there  seems  to  be  an  increasing  demand  for  accommodation  for  the 
care  of  the  aged  and  chronic  sick,  and  the  facilities  by  no  means 
meet  the  need  even  in  these  days  of  rising  expenses  and  the  reduced 
value  of  pensions  and  investments. 

The  total  number  of  Homes  registered  (36)  at  the  end  of  the 
year  provide  63  maternity  and  358  other  beds. 

The  Nursing  Homes  are  subject  to  regular  visiting  to  ensure 
that  the  requirements  of  the  Act  are  being  observed. 

Nurses’  Acts  1919-1949 

Nurses’  Agencies  were  first  required  to  be  registered  in  1943. 
For  some  years  there  were  several  nurses’  agencies  in  Devon  supply- 
ing private  nurses  and  midwives  both  to  private  households  and  to 
private  nursing  homes,  and  to  a much  lesser  degree  to  hospitals  in 
temporary  need  of  outside  staff.  There  are  now  only  two  agencies 
that  seek  the  requisite  annual  renewal  of  the  licence,  and  even  these 
have  a smaller  number  of  nurses  on  their  registers.  This  is  a 
tendency  that  is  likely  to  increase  as  private  incomes  diminish  and 
more  and  more  nurses  seek  employment  with  superannuation  and 
paid  holiday  facilities  available. 


HOME  HELP  SERVICE 

The  idea  of  providing  a Home  Help  Service  first  appeared  in 
1919  when  the  Committee  discussed  the  appointment  of  two  Home 
Helps  for  maternity  cases.  It  was  also  suggested  that  they  should 
receive  suitable  training  for  this  work  and  be  paid  an  allowance 
during  this  period  and  that,  on  appointment,  they  should  receive  a 
retaining  fee  during  such  times  as  they  were  not  employed  in  order 
to  ensure  that  they  would  be  available  when  required. 

This  early  inspiration  would  appear  to  have  been  stillborn  as 
nothing  was  done  until  much  later — in  1930.  In  that  year,  following 
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the  Local  Government  Act  of  1929,  the  County  Medical  Officer  was 
asked  to  “ enquire  and  report  at  the  next  meeting  as  to  whether  there 
are  women  in  the  County  Poor  Law  Institutions  who  would  be 
suitable  to  act  as  Home  Helps  during  confinement.”  They  were  to 
be  paid  3/-  per  day. 

In  the  first  year  the  Committee  were  not  called  upon  to  deal 
with  any  applications,  but,  from  a small  beginning  in  1932  (7  cases), 
the  service  grew  until  a maximum  of  298  maternity  cases  were  dealt 
with  in  1937.  Up  to  1936  the  service  was  restricted  to  providing 
help  at  a maximum  cost  of  £1  a week  for  2 weeks,  except  in  special 
cases.  Then  there  arose  a problem  in  connection  with  the  insurance 
of  Home  Helps.  Bearing  in  mind  the  fact  that  they  were  only 
casually  employed  on  a case  basis  the  method  of  giving  assistance 
was  amended  to  a grant  of  £1  to  cover  a two  week  period  and  the 
money  was  given  to  the  patient  to  provide  help  privately. 

The  Service  continued  to  be  restricted  to  maternity  cases  until 
1948,  when,  from  July  5th  of  that  year,  we  saw  the  implementation 
of  the  1946  National  Health  Service  Act.  The  service  existing  at 
that  time  in  Torquay  was  taken  over  and  the  Women’s  Voluntary 
Services  undertook  the  organisation  of  the  new  service  throughout 
the  County. 

The  Service  grew  rapidly  from  2 W.V.S.  areas  in  the  latter  half 
of  1948  (266  maternity  and  95  other  cases)  to  17  areas  in  1952  and 
in  October  of  that  year  the  first  County  Home  Help  Organiser  was 
appointed. 

The  Service  has  continued  to  expand  each  year  to  its  present 
level  of  2,219  cases  in  1958,  as  shown  in  the  table  below,  when  the 
W.V.S.  covered  the  same  areas  as  in  the  previous  year.  The 
remainder  of  the  County  is  covered  by  direct  application  to  the 
County  Medical  Officer  and  referred  to  the  County  Home  Help 
Organiser,  Health  Visitors  and  District  Nurses  for  supervision.  As 
at  December  31st,  1958,  423  part-time  Home  Helps  were  employed 
and  the  cases  dealt  with  were: 


Chronic  sick 

Maternity 

T.B. 

incl.  aged 

Others 

Totals 

W.V.S. 

152 

1 1 

1,250 

318 

1,731 

County 

129 

5 

255 

99 

488 

Total 

281 

16 

1,505 

417 

2,219 

The  following  graph  shows  the  development  of  the  Home 
Help  Service  since  1948,  particularly  with  regard  to  maternity  cases 
and  those  concerned  with  the  care  of  old  people  in  their  own  homes: 
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Two  main  points  emerge  from  these  figures.  The  first  is  the 
decline  in  the  number  of  maternity  cases  since  the  peak  year  of  1951. 
This  is  in  the  main  due  to  the  larger  number  of  maternity  beds 
becoming  available  and  the  comparatively  high  cost  of  the  Home 
Help  Service  in  such  cases.  This  latter  point  arises  out  of  the 
higher  grants  being  paid  by  the  Ministry  of  National  Insurance 
towards  the  cost  of  domestic  assistance  at  domiciliary  confinement, 
resulting  in  private  arrangements  being  made  for  help  in  a large 
number  of  cases  as  being  more  economic  to  the  patient.  However, 
it  is  anticipated  that  the  demand  for  the  Service  in  maternity  cases 
is  likely  to  increase  if  the  anticipated  rise  in  births  occurs  in  1962  and 
the  subsequent  years. 

The  second  point  is  the  obvious  steady  increase  in  the  number 
of  cases  which  are  concerned  with  the  care  of  the  aged.  It  is 
interesting  to  note  that  the  figure  at  the  end  of  1958  (1,505  cases) 
is  more  than  100%  greater  than  the  corresponding  figure  at  the  end 
of  1953— only  5 years  ago  (727  cases). 

This  trend  is  certain  to  continue  in  view  of  our  ageing  population 
and  the  fact  that  it  is  universally  agreed  that  old  people  should  be 
cared  for  in  their  own  homes  for  as  long  as  circumstances  will 
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possibly  permit.  In  this  way  they  are  able  to  preserve  their  in- 
dependence and  this  is  particularly  so  in  National  Assistance  Board 
cases  due  to  the  allowances  paid  by  the  Board  to  patients  in  receipt 
of  Assistance  which  enable  them  to  contribute  towards  the  cost  of 
the  Service,  at  an  agreed  level.  My  thanks  are  due  to  the  Board’s 
officers  for  their  co-operation  and  sympathetic  consideration  of 
these  cases  and  in  bringing  new  cases  to  our  attention. 

As  at  December  31st,  1958  there  was  a daily  case  load  of  892 
cases  dealing  with  the  care  of  old  people  and  I think  it  is  worth  while 
and  illuminating  to  see  how  this  figure  was  made  up: 


Future  Trends.  In  view  of  the  increasing  demand  for  a more 
comprehensive  Service  to  include  some  night  attendance  where  it 
could  be  operated,  a “ sitting-in  ” service  and  the  provision  of 
resident  Home  Helps  in  certain  types  of  cases,  consideration  may 
well  have  to  be  given  in  the  near  future  to  the  widening  of  the  scope 
of  the  Service. 

My  very  sincere  thanks  go  once  again  to  the  W.V.S.  in  connec- 
tion with  the  day-to-day  running  of  the  Service  and  especially  to 
the  Organisers  and  their  colleagues  for  all  their  work  during  the 
year  and  for  their  co-operation  with  the  County  Medical  Depart- 
ment which  has  resulted  in  the  service  attaining  its  present  level 
and  efficiency. 
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OCCUPATIONAL  THERAPY  1948-58 


With  the  advent  of  the  National  Health  Service  the  County 
Council  was  called  upon  to  provide  an  Occupational  Therapy 
Scheme  for  Tuberculous  cases,  either  discharged  from  Sanitoria  or 
receiving  treatment  at  home.  But  long  before  this  the  County 
was  already  applying  some  of  the  principles  of  Occupational 
Therapy  by  the  provision  of  handicraft  instruction  and  materials 
to  Institutions  under  their  control. 

Box  Hill,  Axminster,  and  Western  Lodge,  Crediton,  were 
perhaps  the  most  active  centres  in  craftwork,  the  products  made 
being  disposed  of  privately  or  by  Sales.  Hawkmoor  Sanitorium 
was  also  provided  with  materials  and  craft  teachers  until  it  was 
transferred  to  the  Hospital  Board. 

Initially  the  County  Council  carried  out  its  obligation  to  provide 
for  the  after-care  of  tuberculous  patients  on  an  agency  basis  through 
St.  Loyes  College.  Two  full-time  Therapists  were  employed  and 
during  the  period  April  1948 — 'April  1952  some  4,848  visits  were 
paid  to  871  tuberculous  patients,  either  discharged  from  or  awaiting 
admission  to  Sanitoria.  Craftwork  of  all  types  was  taught  and  the 
articles  made  disposed  of  either  through  St.  Loyes  or  privately. 
At  this  time  all  such  goods  were  in  short  supply  and  there  was  a 
quick  sale. 

In  1952  it  was  felt  that  there  was  a need  to  expand  the  scheme 
to  admit  certain  non-tuberculous  cases.  At  this  time  there  was  no 
other  official  service  for  the  Domiciliary  Visiting,  and  instruction 
of  the  disabled  in  Devon,  apart  from  orthopaedic  cases,  and  it  was 
felt  that  the  time  was  opportune  for  the  County  to  operate  its  own 
service.  In  April  a Head  and  two  Assistant  Occupational  Therapists 
were  appointed,  and  the  County  was  zoned  with  centres  at  Torquay, 
Exeter  and  Barnstaple.  Thirty-six  tuberculous  cases  were  taken 
over  from  St.  Loyes  on  April  1st  and  during  the  year  the  total  rose 
to  90  tuberculous  and  40  non-tuberculous  cases. 

During  the  next  two  years  the  number  of  cases  rose  heavily  and 
at  the  end  of  the  period  was  nearly  four  times  the  total  of  the  1952 
Register.  With  each  Therapist  working  to  capacity  and  beyond 
there  still  remained  a waiting  list  that  could  not  be  cleared  in  the 
forseeable  future.  A fourth  Therapist  was  appointed  and  based 
on  Honiton.  For  the  first  time  a few  cases  of  Mental  illness  were 
admitted  to  the  Register. 

The  number  of  cases  of  Tuberculosis  remained  almost  static  up 
to  1956  whilst  Mental  Health  cases  showed  a small  but  steady 
increase. 

During  1957  the  number  of  tuberculous  cases  dropped  sharply 
and  for  the  first  time  formed  less  than  a half  of  all  cases.  This  was 
partly  due  to  the  improved  prospect  of  treatment,  quicker  admission 
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to  Sanitoria  and  fuller  recovery  and  return  to  work.  In  part  the 
fall  was  also  the  result  of  a recovery  of  the  market  in  cheap  articles 
and  luxury  goods.  Patients  found  small  market  for  their  goods  and 
lost  interest.  Non-tuberculous  cases  also  dropped  slightly  many  of 
these  being  transferred  to  the  County  Welfare  Scheme.  There  was 
again  a slight  increase  in  the  Psychiatric  cases. 

This  year  there  has  been  a slight  increase  in  all  types  of  cases 
admitted.  During  the  seven  years  the  County  has  operated  its  own 
service  27,882  visits  have  been  paid  to  2,767  patients. 

A class  was  started  in  June  at  Glencoe  Clinic,  Newton  Abbot. 
Cases  are  collected  and  brought  in  by  the  therapists.  The  ages  vary 
from  16  years  to  40  years,  and  the  cases  are  physical,  psychological 
and  non-infective  tuberculous.  As  far  as  possible  the  work  under- 
taken is  co-operative,  each  patient  making  his  contribution  to  the 
finished  product.  The  mixing  of  such  varied  cases  was  purely 
experimental,  but  there  have  been  no  set  backs  and  those  participat- 
ing help  each  other  and  enjoy  themselves. 

During  the  year  goods  were  sold  by  a Bristol  organisation  and 
several  orders  for  goods  carried  out  for  the  use  of  the  Departments 
of  the  County  Council.  The  number  of  visits  paid  during  the  year 
has  reached  a higher  level  than  ever;  excluding  leave  periods  and 
sick  leave  the  average  is  8 visits  per  day  by  each  Therapist. 

In  the  eleven  years  of  Domiciliary  Occupational  Therapy  there 
has  been  a complete  change  in  the  work  required  of  the  Therapists. 
In  the  early  years  work  was  for  the  most  part  among  bed-rest  cases, 
who  apart  from  their  tuberculous  infection,  were  sound  in  mind  and 
limb  and  were  capable  of  receiving  and  assimilating  craft  instruction. 
They  also  had  the  initiative  to  carry  on  working  between  the 
Therapists  visits.  As  has  been  stated,  the  war  years  had  created  a 
shortage  of  rugs,  baskets  and  other  craft  products  and  the  patient 
was  sure  of  an  easy  sale.  Tuberculous  cases  coming  on  the  register 
after  Sanitoria  treatment  had  already  had  intensive  Occupational 
Therapy  and  the  therapist  had  little  more  to  do  than  supply  materials 
and  give  advice.  With  the  admission  of  non-tuberculous  cases  the 
work  has  become  more  difficult.  Few  of  such  cases  have  received  any 
craft  teaching  and  besides  their  physical  disability  have  in  many 
cases  suffered  impairment  of  mental  functioning.  More  time  has 
to  be  devoted  to  preparing  and  finishing  the  work  done  and  to 
devising  and  adapting  equipment  to  meet  special  cases. 

The  Psychiatric  cases  are  taking  up  more  time  and  the  weekly 
visits  at  present  possible  to  such  cases  are  felt  to  be  very  inadequate. 
Two  or  three  visits  a week  would  be  necessary  to  achieve  any  concrete 
results.  The  present  situation  shows: — 
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(o)  Tuberculosis— A constant  admission  and  discharge  pattern 
as  cases  return  to  work,  but  also  a hard  core  of  cases  who 
for  reasons  of  infection,  age  or  locality  will  never  return  to 
work  and  for  whom  some  remunerative  work  should  be 
found. 

{b)  Physical  cases— A slight  cumulative  paUern  as  admissions 
outweigh  discharge.  Cases  unlikely  to  improve  are  passed 
after  a period  of  tuition  to  the  County  Welfare  Scheme. 
The  Occupational  Therapy  Service  only  retaining  those  who 
need  continual  visiting  to  aid  recovery  or  prevent  deterior- 
ation. 

During  1959  we  can  expect  the  implementation  of  the  Piercy 
Report  and  the  passing  of  the  Mental  Health  Bill.  These  Acts  may 
alter  the  work  of  the  Occupational  Therapists  in  the  future  and  it  is 
likely  that  the  trend  will  be  towards  a more  selective  and  specialist 
service,  we  hope  more  closely  integrated  with  the  work  of  other 
agencies. 


MENTAL  HEALTH  SERVICES 

Medical  Officers  of  Health  had  largely  been  concerned  with 
problems,  environment  and  sanitation  during  the  nineteenth  century, 
and  during  the  early  years  of  this  century  were  pre-occupied  with  the 
development  of  personal  health  services  designed  to  remedy  the 
appalling  loss  of  infant  life  and  the  high  incidence  of  malnutrition 
and  physical  defects  amongst  older  children. 

Mental  Defect 

Dr.  Adkins’  earliest  reports  make  no  reference  either  to  mental 
deficiency  or  mental  illness,  but  the  Mental  Deficiency  Act  of  1913 
gave  a great  impetus  to  the  study,  training  and  care  of  those  suffering 
from  mental  defect.  Under  this  Act,  Education  Authorities  were 
required  to  ascertain  what  children  were  defective,  determine 
whether  a “ feeble-minded  ” child  was  capable  of  benefiting  from 
education  in  a special  school  and  notify  the  Mental  Deficiency 
Committee  of  all  defective  children  over  the  age  of  seven  years  who 
were  not  able  to  so  benefit,  or  who  required  further  care  or  super- 
vision on  leaving  school. 

By  1916,  it  had  become  evident  that  the  services  of  a whole-time 
Medical  Officer  with  special  knowledge  of  mental  diseases  was 
required  to  deal  with  the  increasing  number  of  defectives  discovered 
by  the  School  Medical  Inspectors.  It  was  not  until  1920,  however, 
that  a Mental  Specialist  was  appointed  onto  Dr.  Adkins’  staff,  and 
his  duties  included  advising  both  the  Education  Committee  on  the 
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needs  of  the  “ educable  defective  ” child  and  the  Mental  Deficiency 
Committee  on  Certification  of  and  provision  for  the  “ ineducable  ” 
children  and  adult  defectives. 

The  Mental  Deficiency  Committee  arranged  for  the  Devon 
Voluntary  Association  for  the  Care  of  Mental  Defectives  (later  to 
become  the  Devon  Voluntary  Association  for  Mental  Welfare) 
to  undertake  the  social  work  in  the  community,  and  this  Association 
was  also  given  a grant  by  the  Education  Committee  for  work  in 
connection  with  children.  The  Association’s  representatives  visited 
the  homes  of  children,  interviewed  parents  for  the  purpose  of 
obtaining  written  consent  for  admission  to  a special  school  or 
institution,  and  reports  were  submitted  on  patients  “ on  licence  ” 
from  Institutions  and  on  those  under  Guardianship  and  Supervision. 
Reports  were  also  submitted  on  the  home  conditions  of  those  likely 
to  be  discharged  from  institutions. 

As  a result  of  a great  deal  of  local  interest,  and  after  consul- 
tation with  the  County  Council,  the  Voluntary  Association  opened 
the  first  Occupation  Centre  for  mentally  defective  children  at 
Barnstaple  in  1924.  The  Association  opened  another  Centre  in 
1935  at  Braddon  Street,  Torquay,  and  developed  a scheme  of  Home 
Teaching  for  those  not  within  reach  of  the  Centres. 

In  many  instances  the  Mental  Deficiency  Committee  took 
advantage  of  the  facilities  at  the  Royal  Western  Counties  Institution 
at  Starcross,  thereby  considerably  reducing  the  number  in  the 
community  requiring  care.  It  was  hoped  to  prevent  further 
accumulation  of  waiting  cases  for  whom  there  was  great  need  for 
institutional  care,  and  the  following  Homes  were  opened  or  taken 
over  from  the  Poor  Law  Authority: 


(Women  and  Girls) 
(Men) 

(Boys) 

(Infants) 


Western  Lodge,  Crediton 
Box  House,  Axminster 
Stoke  Lyne,  Exmouth 
Franklyn  Home,  Exeter 


Support  was  also  given  to  the  Langdon  Extension  of  Starcross. 

The  administration  of  the  Mental  Deficiency  Service  was  under- 
taken largely  in  the  Clerk’s  Department  at  first  but,  as  Dr.  Adkins 
pointed  out  (twenty-seven  years  ahead  of  the  recent  Royal  Com- 
mission) “ Mental  Deficiency,  which  is  sometimes  accompanied  by 
some  physical  disability,  is  often  of  physical  rather  than  mental 
origin.  Its  prevention  and  treatment  should  form  part  of  the 
scheme  of  preventive  medicine,  and  no  differentiation  should  be 
made  between  the  prevention  and  treatment  of  Mental  Deficiency 
and  that  of  other  diseases.”  As  a result  the  Committee  agreed  that 
he  should  initiate  action  on  all  cases,  if  necessary  via  the  Voluntary 
Association,  the  Clerk  taking  any  necessary  action  only  if  a petition 
were  made  for  legal  Certification. 
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Dr.  Adkins  also  complained  of  wasteful  duplication  of  records 
in  his  office  and  that  of  the  Voluntary  Association,  but  his  suggested 
merger  of  the  staff  of  the  Association  with  his  own  was  not  im- 
plemented for  another  seventeen  years. 


Mental  Illness 

The  passing  of  the  Children  and  Young  Persons  Act  placed  on 
the  Education  Committee  a very  responsible  duty  towards  young 
delinquents  in  the  County,  and  it  became  accepted  practice  for  the 
Mental  Deficiency  Officer  to  be  consulted  in  all  cases  of  abnormal 
behaviour  or  mental  defect. 

During  1938,  special  arrangements  for  referring  children  to  the 
Child  Guidance  Clinics  at  Exeter  and  Plymouth  were  made.  These 
proved  to  be  of  considerable  benefit  in  dealing  with  individual 
problem  cases,  and  the  extension  of  these  facilities  is  described  later 
in  connection  with  the  school  health  services. 

The  Annual  Reports  make  no  mention  of  emotional  problems 
or  mental  illness  in  adults,  presumably  since  the  Lunacy  Acts  were 
administered  by  the  Public  Assistance  Committee.  Dr.  Adkins 
eould  equally  well  have  written  of  mental  illness  that  it  “ should 
form  part  of  the  scheme  of  preventive  medicine,  and  no  differentiation 
should  be  made  between  the  prevention  and  treatment  of  mental 
illness  and  that  of  other  diseases.”  The  fact  that  he  did  not  do  so 
reflects  the  emphasis  in  those  days  on  protecting  the  community 
rather  than  treating  the  patient — -were  this  even  possible  in  the  light 
of  existing  knowledge. 


Post-War  Developments 

Not  until  the  National  Health  Service  came  into  being  was  a 
start  made  in  treating  mental  disorders  and  physical  illness  on  a 
similar  basis.  One  result  of  the  new  Act  was  that  accommodation 
for  mental  defectives  at  Box  House,  Western  Lodge  and  Stoke  Lyne, 
previously  administered  by  the  Medical  Department,  was  transferred 
to  the  Regional  Hospital  Board,  and  became  ancillaries  of  the 
Royal  Western  Counties  Institution,  Starcross. 

The  Medical  Department  was  thus  concerned  only  with  pre- 
vention and  with  care  of  the  patient  in  his  own  home,  but  for  the 
first  time  both  mental  defectives  and  mentally  ill  patients  were  the 
coneern  of  the  Health  Committee.  The  staff  of  the  Devon  Voluntary 
Association  was  taken  over.  Miss  MacMichael  becoming  Senior 
Soeial  Worker  in  Mental  Deficiency.  A Senior  Social  Worker  in 
Mental  Illness  was  added  to  the  establishment  together  with  nine 
Social  Workers,  six  of  whom  transferred  from  posts  of  Relieving 
Officer.  In  addition  to  duties  under  the  Lunacy  and  Mental 
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Treatment  Acts  these  Social  Workers  had  a new  task  of  providing 
after  care  for  those  discharged  from  mental  hospitals.  Arrange- 
ments were  also  made  whereby  the  Medical  Superintendents  of 
Mental  Hospitals  would  be  supplied  with  the  social  histories  of 
patients  admitted  by  the  Authorised  Officers.  On  discharge,  these 
cases  would  be  followed  up  and  progress  reports  sent  to  the  hospitals 
concerned.  The  arrangement  whereby  certain  duties  were  per- 
formed by  Registrars,  was  soon  discontinued  owing  to  their  other 
commitments. 

The  former  Mental  Deficiency  Committee  was  replaced  by  a 
Mental  Health  Sub-Committee  to  whom  the  County  Medical 
Officer  was  responsible  for  the  administration  of  the  Mental  Health 
Services. 

A third  Occupation  Centre  was  opened  during  1950,  in  rented 
premises  at  Plymstock.  Concern  was  expressed  over  the  unsuitable 
premises  used  as  an  Occupation  Centre  at  Torquay,  but  financial 
considerations  prevented  any  development  in  this  direction  at  that 
time.  Work  commenced  on  a new  purpose-built  Centre  in  Paignton 
this  year,  and  it  is  hoped  to  transfer  children  there  from  Braddon 
Street  during  1959.  Plans  are  also  being  made  for  a similar  Centre 
at  Plymstock  in  the  new  development  area. 

There  is  also  an  arrangement  by  which  ten  Devon  children  may 
attend  the  City  of  Exeter  Occupation  Centre  and  other  children 
attended  the  llminster  Centre,  organised  by  the  Somerset  County 
Council,  and  the  Cornwall  County  Council  Centre  at  Launceston. 
We  are  most  appreciative  of  this  ready  co-operation  by  our  neigh- 
bours. 

In  addition  we  have  Home  Teaching  Groups  which  meet  on  one 
day  each  week  at  Bideford  and  Tavistock,  and  a new  Group  is 
opening  shortly  in  Tiverton.  At  all  these  Centres  the  children  are 
encouraged  by  working,  playing  and  eating  together,  to  form  good 
habits  and  widen  their  interests. 

In  a rural  area  the  lack  of  travelling  facilities,  or  a physical 
handicap,  may  well  make  it  impossible  for  a child  to  attend  the 
Centre,  and  then  we  endeavour  to  arrange  for  him  to  be  visited  at 
regular  intervals  in  his  own  home  by  one  of  our  four  Home  Teachers. 
Wherever  possible,  we  encourage  two  or  more  children  to  meet  to- 
gether, probably  at  one  of  the  homes,  because  we  feel  it  extremely 
important  that  the  handicapped  child  should  have  every  opportunity 
of  making  friendly  social  contacts. 

Groups  of  adult  defectives  meet  on  one  day  each  week  at 
Heavitree,  Sidmouth  and  Torquay,  where  both  men  and  women  are 
made  welcome  and  often  acquire  some  skill  or  knowledge  or  develop 
some  talent  which  may  enable  them  to  enjoy  a more  useful  and  fuller 
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life.  We  are  most  anxious  to  develop  the  scope  and  range  of  these 
Groups  for  adults. 

We  have  a close  liaison  with  the  Torbay  Society  for  the  Mentally 
Handicapped,  which  has  equipped  their  Centre  at  23,  Abbey  Road, 
Torquay,  to  provide  instruction  in  many  activities,  including  craft 
work,  and  we  wish  them  every  success  in  this  venture.  The  County 
Council  makes  grants  to  this  Society  and  to  the  Devon  & Exeter 
Association  for  Mental  Health  (formed  by  a merger  in  1948  of  the 
old  Voluntary  Association  and  the  Devon  Committee  for  Education 
in  Mental  Health)  which  runs  a social  club  in  Barnstaple  for  women 
defectives. 

Towards  the  end  of  1951  arrangements  were  made  for  the 
acceptance  by  Mental  Hospitals  of  a greater  number  of  patients  for 
observation  purposes  under  Section  20  and  21  of  the  Lunacy  and 
Mental  Treatment  Acts,  1890/1930.  In  1952  the  Ministry  of  Health 
authorised  the  short  stay  admission  of  defectives  to  institutions 
without  certification,  and  this  proved  to  be  a great  relief  to  harassed 
parents.  This  year  the  Ministry  of  Health  authorised  this  informal 
admission  to  Mental  Deficiency  Hospitals  for  long  stay  patients,  and 
considerable  advantage  has  been  taken  of  it.  Many  patients 
previously  detained  under  Order  were  technically  discharged,  but 
remain  in  hospital  on  the  new  informal  basis. 

During  1958  all  cases  under  Guardianship  were  examined  by 
the  County  Psychiatrist,  and  reccmmendaaons  were  sent  to  the 
Board  of  Control  which  resulted  in  the  discharge  of  more  than  half 
the  number.  These  had  been  placed  under  Order  primarily  for  the 
benefit  of  financial  assistance  from  the  County  towards  their  clothing, 
maintenance,  etc.  No  hardship  will  be  incurred  by  these  patients, 
as  financial  responsibility  has  been  accepted  by  the  National 
Assistance  Board. 

The  year  which  will  stand  out  in  future  in  the  history  of  the 
improvement  of  the  circumstances  of  those  suffering  from  mental 
illness  or  mental  deficiency  is,  of  course,  1957,  when  the  publication 
took  place  of  the  Report  of  the  Royal  Commission  on  Mental 
Illness  and  Mental  Deficiency.  If  the  recommendations  in  this 
report  are  implemented,  the  stigma  attached  to  mental  illness  will 
gradually  disappear.  Important  was  the  recommendation  that  with 
any  form  of  mental  disorder  admission  to  hospitals  and  institutions 
should  be  without  certification  as  far  as  possible,  to  keep  mental 
disorder  on  a par  with  physical  ailments. 

Equally  important  was  the  suggestion  that  all  those  needing  only 
a roof  over  their  heads,  but  no  psychiatric  treatment  or  specialised 
nursing  care,  should  be  provided  for  in  the  community  and  not  in 
institutions— which,  if  accepted,  will  bring  back  to  the  County 
Council  certain  duties  relinquished  in  1948,  although  probably  with- 
out the  appropriate  buildings  being  returned. 
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AMBULANCE  SERVICE 

The  Ambulance  Service  in  Devon  originated  during  the  last  ten 
years  of  the  19th  century,  when  the  first  Divisions  of  the  St.  John 
Ambulance  Brigade  were  formed  in  the  County.  Divisions  were 
formed  at  Millbay,  Plymouth,  in  1894,  at  Newton  Abbot  in  1895 
and  at  Ashburton  in  1900.  The  Divisions  at  Exeter  and  Torquay 
followed  on  during  the  period  up  to  1905.  The  transport  available 
at  this  time  consisted  mainly  of  hand  litters,  although  the  Newton 
Abbot  Division  acquired  a horse  drawn  ambulance  in  1906.  (This 
vehicle  continued  in  service  until  1924,  when  the  body  was  removed 
and  placed  on  a second-hand  motor  chassis,  which  continued  in 
service  until  1939,  when  it  was  used  for  training  A.R.P.  drivers). 

The  number  of  journeys  undertaken  in  those  days  was,  of 
course,  very  small.  In  Plymouth  the  calls  on  the  hand-litter  in 
1910  averaged  one  every  six  weeks.  At  Ashburton,  the  number  of 
removals  to  the  local  Hospital  in  1908  were  only  10  for  the  whole 
year,  and  as  late  as  1941,  when  the  hand-litter  there  was  still  in  use, 
there  were  only  16  removals  in  the  year.  Newton  Abbot’s  horse- 
drawn  ambulance  carried  out  13  removals  in  its  first  year,  when  there 
were  also  six  removals  effected  by  its  hand-litter.  These  figures  are 
an  interesting  comparison  with  those  for  1958,  when  Ashburton 
carried  297  patients  and  Newton  Abbot  4,006  patients. 

The  end  of  the  First  World  War  saw  several  motor  ambulances 
taken  into  service,  and  we  have  a picture  of  the  Torquay  Ambulance 
which  was  used  at  this  time.  During  the  inter  war  period  several 
St.  John  Divisions  and  one  or  two  Red  Cross  Detachments  acquired 
ambulances  and  at  the  time  when  the  County  Council  became  res- 
ponsible for  the  Ambulance  Service  in  1948,  St.  John  had  31  vehicles 
and  the  Red  Cross  three.  In  addition  there  were  15  ambulances 
owned  either  by  District  Councils,  Local  Ambulance  Committees 
or  Hospital  Boards.  The  figures  in  1958,  show  that  the  total  number 
of  ambulances  owned  by  the  Voluntary  Organisations  had  fallen  to 
20,  and  the  number  of  vehicles  owned  by  the  County  Council  had 
risen  to  46. 

Provision  for  sitting  cases  began  with  the  Hospital  Car  Service 
which  was  formed  during  the  second  world  war.  Some  comparison 
of  the  work  undertaken  by  this  Service  can  be  drawn  from  the  fact 
that  during  their  first  year  of  operation  at  the  beginning  of  the  war 
the  mileage  covered  was  approximately  108,000.  This  figure  rose 
to  834,000  in  1949,  and  in  1958,  only  ten  years  later  the  figure  was 
well  over  a million  and  a half  miles. 

The  Voluntary  Organisations  in  Devon  are  to  be  congratulated 
on  the  way  they  have  met  the  increased  demands  on  the  Service. 
When  the  National  Health  Service  Act,  1946,  was  introduced  many 
Local  Authorities,  including  Devon,  delegated  their  duty  to  provide 
an  Ambulance  Service  to  the  Voluntary  Organisations,  but  Devon 
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is  one  of  the  few  places  where  the  Council  have  not  had  to  take  over 
the  service  because  of  the  decline  in  the  voluntary  effort.  The  O and 
M report  on  the  operational  side  of  the  Service  which  was  adopted 
by  the  Ambulance  Sub-Committee  during  the  year,  expressed 
satisfaction  with  the  standard  of  efficiency  at  present  obtaining  and 
recommended  that  the  Service  should  remain  basically  a Voluntary 
Service. 

When  considering  the  first  ten  years  of  the  Ambulance  Service  in 
Devon  one  immediately  associates  the  name  of  our  First  Ambulance 
Officer,  Lieutenant  Colonel  C.  H.  Congdon,  with  its  development 
and  progress  over  that  period.  Colonel  Congdon  joined  the  Service 
three  months  before  it  became  a County  responsibility.  The  good 
work  he  did  and  the  excellent  relations  which  he  fostered  between 
the  County  Council  and  the  Voluntary  Organisations  will  long  be 
remembered.  His  death  in  January  of  this  year  was  widely  regretted. 

The  figures  for  the  year  1958,  show  that  there  has  been  no 
levelling  off  in  the  demands  on  the  Service. 


i^yi 

iy:58 

Comparison 

Ambulances 

Patients 

41,601 

46,857 

+ 5,256 

Mileage 

623,498 

667,404 

^ 43,906 

Emergency  Calls 

3,374 

3,616 

2h2 

Hospital  Cars 

Patients 

82,264 

89,180 

+ 6,916 

Mileage 

1,. 516,223 

1,625,060 

+ 108,837 

Hired  Cars 

Patients 

1,269 

956 

— 313 

Mileage 

11,032 

7,846 

— 3,186 

During  the  year  the  method  of  co-ordinating  journeys  with  the 
Exeter  City  Ambulance  Service  has  been  revised.  This  has 
resulted  in  a saving  to  Exeter  City  of  approximately  6,350  miles  for 
the  period  August  to  December. 

The  arrangements  for  dealing  with  the  transport  of  premature 
babies  has  also  been  revised  during  the  year.  Previously  there  was 
only  one  ambulance  specially  equipped  to  deal  with  this  type  of  case. 
This  naturally  resulted  in  many  long  journeys  with  consequent 
delays.  Four  premature  baby  incubators  have  now  been  placed  at 
four  central  Ambulance  Stations — 'Barnstaple,  Honiton,  Torquay 
and  Plympton.  These  incubators  can  be  carried  in  any  ambulance 
or  car  with  a twelve  volt  electrical  system. 

The  future  pattern  of  the  Ambulance  Service  in  Devon  depends 
very  largely  on  whether  the  Voluntary  Organisations  can  keep  pace 
with  the  ever  increasing  demands  on  the  Service.  There  is  every 
indication  that  they  are  managing  to  do  this  at  the  moment. 
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SCHOOL  HEALTH  SERVICES 


Devon’s  School  Health  Service  completed  its  first  fifty  years  of 
work  during  1938.  In  1938  Dr.  Adkins,  the  first  County  Medical 
Officer,  was  appointed  also  to  the  post  of  School  Medical  Officer, 
thus  ensuring  from  the  beginning  integration  of  the  health  services 
provided  for  school  children  by  the  Education  Committee  with  other 
County  Council  health  services. 

The  School  Medical  Service,  as  it  was  at  first  called,  was  not 
only  linked  closely  with  the  educational  system  but  was  broadly 
educative  in  concept — ^emphasis  being  on  teaching  principles  of 
healthy  living  as  evidenced  time  and  time  again  in  the  earlier  reports 
of  the  first  School  Medical  Officer.  Unfortunately  the  examinations 
carried  out  by  the  first  Medical  Inspectors  brought  to  light  such  a 
vast  amount  of  malnutrition  and  so  many  physical  defects  that 
efforts  had  to  be  made  to  remedy  the  conditions  before  the  children 
could  benefit  fully  from  their  education. 

The  year  1948  brought  into  being  free  family  doctor  and  hospital 
facilities  and,  apart  from  special  provision  such  as  dental  treatment, 
speech  therapy  and  child  guidance,  the  school  service  has  now  ceased 
to  be  a “ treatment  ” service  and  has  found  itself  free,  for  the  first  time, 
to  develop  along  the  preventive  lines  envisaged  from  its  conception. 
Incidentally  the  feeling  that  it  was  no  longer  “ in  competition  ” with 
the  family  doctor  led  to  a steady  and  continuing  improvement  in 
relationships. 


STAFF 

Dr.  Adkins  started  the  service  towards  the  end  of  1908  with  a 
staff  of  three  full  time  “ School  Medical  Inspectors,”  together  with  a 
part-time  Inspector  for  the  Stonehouse  area,  and  a clerk.  In  1911 
the  first  dental  officer  commenced  duties,  and  an  additional  Medical 
Inspector  was  added  to  the  staff,  part  of  his  time  being  devoted  to 
eye  work.  In  the  same  year  the  first  school  nurse  was  appointed. 
Arrangements  were  also  made  for  help  from  local  district  nursing 
associations,  and  two  additional  school  nurses  joined  the  staff  in 
1914. 

In  1916  another  very  big  step  was  taken  in  conjunction  with  the 
Maternity  and  Child  Welfare  Committee.  It  was  decided  to  appoint 
whole-time  health  visitors  who  would  undertake  the  work  of  the 
school  nurses,  together  with  the  follow-up  of  children  with  defects, 
and  would  also  supervise  the  health  of  mothers  and  young  babies. 
The  first  ten  health  visitors  were  appointed  the  following  year,  soon 
there  were  fifteen,  and  by  1918  the  establishment  had  been  increased 
to  twenty-two,  although  it  was  suggested  that  twice  this  number  were 
really  needed  to  carry  out  all  the  work  demanded  of  them. 
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Further  developments  followed  the  end  of  the  First  World  War 
and  the  Education  Act  of  1921 . The  number  of  Medical  Inspectors 
was  increased  from  three  to  six,  the  number  of  dentists  from  one  to 
three,  and  a Medical  Officer  for  mentally  defectives  was  appointed. 
The  staff  was  also  augmented  by  an  Assistant  School  Medical 
Officer  (later  re-designated  Deputy  School  Medical  Officer),  and  by 
a chief  health  visitor,  and  subsequently  a fourth  dentist  and  six  more 
school  nurses  were  appointed. 

In  1930  Dr.  Meredith  Davies  in  his  first  Annual  Report  paid  a 
well-deserved  tribute  to  Dr.  Adkins,  who  had  retired  the  previous 
year.  As  he  said,  it  was  difficult  to  over-estimate  the  great  work 
Dr.  Adkins  had  done  in  building  up  the  School  Medical  Service. 

The  Annual  Report  for  1935  records  the  transfer  of  Dr.  Midgley 
to  Hawkmoor  Sanatorium  as  Medical  Superintendent,  the  appoint- 
ment of  a Dr.  W.  J.  Doyle  as  School  Medical  Inspector  in  the 
Okehampton  area  and  a Mr.  J.  Fletcher  as  School  Dental  Surgeon 
in  the  Tiverton  area,  whilst  the  following  year  saw  the  appointment 
of  a second  Ophthalmic  Surgeon.  This  was  Dr.  Margaret  Foxwell, 
who  is  to  retire  next  year  after  more  than  23  years’  service  to  Devon 
children. 

The  Second  World  War  again  caused  disruption  of  the  service, 
several  members  of  the  staff  joining  the  forces,  but  four  Medical 
Inspectors,  two  Ophthalmic  Surgeons  and  seven  School  Dental 
Surgeons  were  temporarily  seconded  from  evacuation  areas  to  help 
with  the  large  number  of  evacuated  children. 

This  war  was  also  followed  by  major  developments.  The 
Education  Act  of  1944  saw  the  transfer  to  the  County  of  services, 
including  school  health,  previously  provided  by  the  Boroughs  of 
Torquay  and  Barnstaple,  as  well  as  acceptance  of  responsibility  for 
specialist  treatment  where  necessary.  The  National  Health  Service 
which  followed  two  years  later  involved  the  transfer  of  the  latter 
responsibilities,  as  well  as  some  staff,  to  the  Regional  Hospital  Board. 

Dr.  Meredith  Davies  retired  in  1955  after  a tenure  of  office  even 
longer  than  that  of  Dr.  Adkins,  and  he  likewise  could  look  back  on 
a successful  growth  and  development  of  the  service  under  his 
guidance.  In  this  jubilee  year  of  1958  mention  must  also  be  made 
of  the  retirement  of  Mr.  Down,  who  had  worked  in  the  department 
for  45  years.  Mr.  Down  who  had  started  as  a junior  in  the  School 
Health  Section  became  the  Clerk-in-charge  and  had  thus  served  each 
of  the  three  County  Medical  Officers. 

SCHOOL  MEDICAL  INSPECTION 

A start  had  been  made  with  medical  inspection  of  school 
children  during  the  last  few  weeks  of  1908,  and  during  the  next 
twelve  months  all  the  schools  were  visited  by  the  school  doctors — or 
medical  inspectors  as  they  were  then  known.  In  his  first  Annual 
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Report  Dr.  Adkins  commented  “ The  inspectors  have  experienced 
little  difficulty  in  carrying  out  the  duties  prescribed  for  them,  with 
the  exception  of  reaching  out  of  the  way  schools  in  stormy  weather, 
and  in  doing,  at  times,  the  amount  of  clerical  work  required  of  them.” 
It  is  clear  from  his  account  of  expenses  that  the  three  full-time 
medical  inspectors  were  provided  with  bicycles,  and  that  to  reach 
the  more  remote  parts  of  their  areas  they  took  them  by  train  to  the 
nearest  station,  touring  the  village  schools  by  bicycle  and  staying 
overnight  at  local  hostelries. 

The  medical  inspector  in  the  Exeter  area  soon  urged  the 
necessity  of  a second  visit  to  all  schools  to  follow  up  those  re- 
commended for  treatment.  As  he  said  “ in  far  too  many  cases  the 
parents  postponed  getting  treatment  for  the  various  defects  of  their 
children  until  the  inspector’s  next  visit  is  imminent.”  Consideration 
was  given  to  the  appointment  of  an  additional  inspector  to  carry  out 
this  follow-up  work,  but  it  was  decided  instead  “ to  give  an  allowance 
of  £175  a year  to  each  medical  inspector,  in  order  that  he  might 
provide  himself  with  motor  car  conveniences  for  more  frequent  and 
effectual  visits  to  the  schools,  as  much  of  his  time  was  wasted  at 
railway  stations  and  pushing  his  bicycle  up  hills.”  As  a result  of 
this  provision  it  was  found  possible  for  the  inspectors  to  examine 
special  cases,  such  as  children  absent  from  school  on  account  of 
illnesses  of  a doubtful  nature,  to  pay  more  frequent  visits  in  order  to 
watch  the  progress  of  those  referred  for  treatment,  to  give  an  annual 
examination  to  all  boarded-out  children  in  school,  and  in  very  small 
schools  to  see  all  children  annually.  The  medical  inspectors  could 
also  test  vision  and  prescribe  glasses  where,  after  reference  to  the 
After-Care  Committee,  it  had  not  been  found  possible  to  obtain 
treatment  otherwise. 

Each  of  the  first  medical  inspectors  was  responsible  for  nearly 
20,000  children.  Although  today  each  school  doctor  has  only  a 
quarter  of  this  number  in  his  care,  there  are  more  routine  inspections 
and  the  examinations  themselves  are  much  more  detailed.  Discussion 
of  emotional  problems  (now  relatively  more  important  than  physical 
defects)  is  time  consuming,  and  the  Medical  Officers  also  work  in  the 
Infant  Welfare  Centres  as  well  as  undertaking  vaccination  and 
immunisation  against  an  ever  increasing  number  of  diseases. 

The  Teachers 

Much  work  in  connection  with  the  medical  inspections  devolved 
upon  the  head  teachers,  and  there  is  reference  to  their  weighing  and 
measuring  children,  carrying  out  preliminary  vision  tests,  sending 
the  necessary  notices  of  examination  to  the  parents,  assisting  at  the 
examinations  and  filling  up  details  on  the  record  cards.  Even  today 
much  of  this  falls  on  the  shoulders  of  the  head  teacher,  and  can  be 
quite  a burden  for  those  heads  without  secretarial  help.  It  is  thus 
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particularly  unfortunate  that  over  fifty  years  later  the  school  medical 
officers  are  still  without  clerical  assistance. 

The  attendance  officers  were  responsible  for  conveying  weighing 
machines  from  school  to  school  in  advance  of  the  medical  in- 
spections, and  likewise  of  collecting  the  cards  and  delivering  them  to 
the  medical  inspector’s  office. 

Professional  confidence  was  not  at  first  as  strict  as  today,  as 
shown  by  the  following  extracts  from  the  Diptford  log,  although  a 
Board  of  Education  circular  later  condemned  such  practice. 

“2.7.1912  Medical  inspection  held  this  afternoon.  Mr.  T 

being  present  to  represent  the  Manager. 

13.6.1913  The  Medical  Officer  of  Health  examined  the  children 
this  afternoon.  The  Rev.  N was  also  present.” 

The  scheme  of  medical  inspection  was  only  available  for  children 
after  entry  to  school.  By  this  time,  however,  25  % of  them  had 
defects  of  one  sort  or  another,  and  Dr.  Adkins  drew  attention  to  the 
need  for  much  earlier  medical  supervision.  A start  had  been  made 
by  the  provision  of  Child  Welfare  Centres  for  mothers  and  young 
babies,  and  although  there  was  a beginning  to  the  follow-up  from 
1 — 5 by  Health  Visitors,  there  was  no  routine  medical  supervision  of 
these  children.  Arrangements  were  made  so  that  “ under  fives  ” 
could  be  brought  to  school  by  their  parents  and  examined  together 
with  the  older  children,  and  this  facility  is  still  available  to  those 
living  in  rural  areas  not  conveniently  served  by  a Welfare  Centre. 


Accommodation 

In  various  Annual  Reports  adverse  ccmment  was  made  as  to 
the  conditions  under  which  medical  inspections  often  had  to  be 
carried  out,  particularly  in  the  smaller  schools,  where  there  was  lack 
of  privacy  and  distraction  through  noise.  It  was  suggested  that 
when  the  new  schools  were  being  constructed,  a part  of  the  building 
should  be  specially  designed  and  set  aside  for  various  uses  in  con- 
nection with  the  public  health  of  the  locality.  Whilst  medical 
rooms  were  provided  in  connection  with  a number  of  newly  built 
schools,  there  are  still  many  schools  today  where  examinations  are 
attempted  under  almost  impossible  conditions,  and  medical  rooms 
are  only  being  included  in  the  larger  schools  built  today.  This  year 
Dr.  Walker  comments: — 

“ The  provision  of  proper  facilities  for  the  carrying  out  of 
School  Health  Service  work  is  a subject  which  has  been  discussed  so 
frequently  with  so  little  effect  that  it  would  be  wasted  effort  to  do 
more  than  state  that  as  always  it  is  quite  inadequate.”  It  is  surely 
false  economy  on  the  part  of  the  Ministry  not  to  make  allowance  for 
this  provision  in  the  maximum  permitted  capita!  cost  per  pupil. 


67 


The  Family  Doctor 

Relationships  with  general  practitioners  were  somewhat  un- 
happy in  the  early  days,  and  one  Medical  Inspector  remarked  that 
there  was  “ an  undoubted  inclination  on  the  part  of  many  general 
practitioners  to  fall  foul  of  the  School  Medical  I nspector,  if  possible.” 
Another  commented  that  at  some  schools  a very  large  proportion  of 
parents  sometimes  absented  their  children  from  the  examination, 
having  been  told  to  do  so  by  the  local  doctor,  who  “ did  not  believe 
in  this  Government  rot.” 

Subsequent  reports  showed  that  liaison  between  the  family 
doctor  and  School  Medical  Inspector  was  ” year  by  year  increasing 
with  gratifying  results,”  and  a note  in  the  Report  of  the  School 
Medical  Inspector  for  the  Okehampton  area  for  1935  appears  to  the 
effect  that  ” courtesy  calls  were  made  on  many  of  the  Medical 
Practitioners  of  the  area,  and  the  visits  were  much  appreciated. 
Each  party  satisfied  himself  as  to  the  sanity  of  the  other,  as  some  of 
the  stories  retailed  by  the  parents  are  apt  to  raise  doubts.” 

This  year  Dr.  Walker  reports: — 

” Relationships  with  and  help  from  all  the  general  practitioners 
in  the  area  continue  to  be  very  happy.  A close  contact  is  kept  with 
general  practitioners  by  the  Health  Visitor,  but  unfortunately  her 
load  is  so  great  that  she  has  not  the  time  to  help  as  she  should.” 

Dr.  Kingdon,  who  had  a long  experience  of  general  practice 
before  joining  our  service,  writes: — 

“ As  to  the  advances  and  improvements  in  school  medical  work 
over  the  last  fifty  years,  they  are,  of  course,  many  and  obvious,  but 
one  which  has  interested  me  especially  is  the  very  great  change  for 
the  better  in  the  parent-doctor  relationship.  In  the  past  the  parent 
was  inclined  to  consider  the  school  doctor  in  one  of  two  ways.  The 
poorer  parent  almost  as  an  insult,  as  if  she  was  not  capable  of  looking 
after  her  child,  the  more  well-to-do  more  as  a condescension, 
implying  that  their  own  doctor  was  looking  after  the  child.-  Both 
of  these  parents  used  to  appear  in  the  surgery  after  the  visit  of  the 
School  Medical  Officer,  and  how  I sometimes  blush  to  remember 
some  of  the  dreadful  things  I thought  (and  sometimes,  I fear,  even 
said)  about  the  S.M.O. 

Now  the  poor  are  better  off,  the  well-to-do  less  so,  and  neither 
have  any  longer  to  pay  their  doctor.  In  consequence  any  stigma  is 
removed  from  the  S.M.O.,  and  my  interviews  with  parents  are  now 
friendly,  co-operative  and,  I hope,  helpful.  1 frequently  proclaim 
a child  as  quite  well,  only  to  be  asked  by  the  parent  about  some  little 
worry  in  which  she  would  like  to  consult  me.  This  is  often  accom- 
panied by  a little  speech  about  her  own  doctor  being  so  busy,  and 
the  waiting  in  the  surgery  so  long,  to  bother  him  with  such  a small 
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thing,  and  a long  consultation  is  apt  to  follow  (my  blush  of  shame  is 
now  on  the  other  cheek).” 

Dr.  Rennie,  who  has  recently  joined  the  Public  Health  Service 
from  general  practice,  writes: — 

” I think  that  in  the  rest  of  the  medical  profession  there  is  a great 
deal  of  ignorance  of  the  work  done  by  the  Health  Department.  To 
many  general  practitioners  the  Medical  Officer  of  Health  is  vaguely 
connected  with  drains  and  infectious  diseases.  1 think,  however,  this 
matter  should  right  itself  as  a new  generation  of  doctors  emerge  from 
the  medical  schools.” 

On  our  side  it  was  recognised  from  an  early  state  that  the  basis 
of  successful  treatment  of  school  children  lay  in  full  co-operation 
with  the  child’s  family  doctor,  and  the  principle  was  laid  down  that 
except  in  the  case  of  minor  ailments  provision  for  the  treatment  of 
school  children  was  only  made  with  the  family  doctor’s  knowledge 
and  consent.  Difficulties  arose  because  parents  often  tried  to  short- 
circuit  this  procedure,  and  it  was  difficult  to  explain  to  them  why  if 
the  school  doctor  was  a ” proper  doctor  ” he  could  not  himself 
provide  the  necessary  treatment. 

Looking  Back 

Reminiscences  of  some  School  Medical  Officers  are  of  great 
interest.  Dr.  Budding  says: — 

“ 1 am  unable  to  go  back  fifty  years  but  remember  in  my  school- 
days in  the  twenties  that  schools  were  regularly  closed  for  epidemics 
of,  particularly,  diphtheria  and  scarlet  fever,  when  it  was  an  accepted 
fact  that  some  would  die.  Again,  while  a student,  the  diphtheria 
ward  was  always  full  (1  remember  two  fellow  students  going  down 
with  the  disease  in  their  first  year),  and  it  was  the  nightmare  of  every 
medical  student  that  he  or  she  would  certainly  at  some  time  or 
another  have  to  perform  a tracheotomy  on  the  kitchen  table! 

In  those  days  the  then  state  schools  had  a smell  of  beeswax  and 
unwashed  bodies,  and  slates  cleaned  with  spittle.  Verminousness 
was  rife,  and  some  children  were  perpetually  ill-clad,  ill-shod  and 
hungry.  I remember  a headmistress  in  a school  ten  years  ago  saying 
” Why,  when  1 started  you  could  see  lice  crawling  on  the  desks,  and 
now  a live  louse  is  almost  a museum  piece.”  The  children  today  are 
fitter  to  benefit  from  their  education.” 

Dr.  Vernon  writes: — 

“ This  year  sees  the  completion  of  fifty  years  of  School  Medical 
Services,  and  of  these  fifty  years  1 spent  eight  at  the  receiving  end  as 
a schoolboy  and  have  now  nearly  eleven  years  as  a Medical  Officer 
in  Devon.  At  the  receiving  end,  if  my  memory  is  correct,  in  eight 
years  I was  weighed  and  measured  once  (by  the  school  caretaker), 
had  my  teeth  looked  at  once  and  had  my  heart  auscultated  once. 
That  was  all. 
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When  1 commenced  work  with  the  Devon  County  Council 
eleven  years  ago,  I was  able  to  carry  out  a medical  inspection  in 
almost  all  my  schools  every  term.  By  doing  this,  I got  to  know  my 
children,  I got  to  know  the  parents  and  I got  to  know  the  teachers 
and  they  got  to  know  me.  I felt  at  that  time  that  I was  being  of  real 
help  to  children,  parents  and  teachers.” 

Now  he  finds  his  time  being  absorbed  by  the  rapidly  increasing 
duties — the  most  disruptive  of  which  has  been  the  poliomyelitis 
vaccination.  Comments  of  others  make  similar  reading.  Thus 
Dr.  Solomon: — 

” The  main  highlight  of  the  year  has  been  the  disruption  of 
routine  school  medical  inspection  visits  by  the  poliomyelits  and 
B.C.G.  vaccination  schemes.  Thus  it  was  again  impossible  to  visit 
all  schools  and  carry  out  routine  medical  inspections  during  the  year. 
This  means  that  there  will  be  a great  backlog  to  catch  up  with  in 
future  years.” 

And  Dr.  Rogers:— 

” As  a consequence  of  clearing  the  “ bulge  ” of  poliomyelitis 
vaccinations,  my  school  medical  inspections  have  had  to  take  second 
place  to  my  great  regret,  as  I regard  them  as  the  most  important 
part  of  my  work.” 

Dr.  Kingdon  writes: — 

” It  would  appear  also  that  more  time  is  taken  up  with  special 
investigations,  such  as  detection  of  deafness,  instability,  need  of 
child  guidance,  the  inoculations  of  protective  medicine,  etc.,  than 
with  routine  examination  of  healthy  children.  Perhaps  this  is  as  it 
should  be,  and  illustrates  the  enormous  improvement  in  child  health 
generally.” 

The  undoubted  improvement  in  the  health  of  the  children  raises 
the  question  “ are  routine  examinations  now  the  most  valuable  way 
of  using  Medical  Officers’  and  Health  Visitors’  time — not  to' mention 
that  of  the  teachers,  the  children  and  the  parents.” 

Dr.  Vernon,  for  example,  says: — ■ 

” It  would  appear  that  the  whole  question  of  the  school  medical 
inspections  will  require  to  be  reviewed.  It  seems  to  me  that  a full 
medical  at  5 years  old  or  entrance,  followed  by  “ specials  ” as 
advised  by  the  Health  Visitors  and  Headmasters  will  probably  fill 
the  bill.” 

And  in  like  vein  Dr.  Rennie:- — 

“ There  must,  I think,  be  some  alteration  in  the  future  of  the 
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school  medical  service.  This  would  probably  mean  removing  a 
great  deal  of  the  present  routine  and  replacing  it  by  more  frequent 
and  informal  visits.” 

The  Committee  will  remember  that  a trial  scheme  of  this  nature 
was  to  take  place  in  the  Plympton  area  this  year,  but  the  poliomyelitis 
work  took  priority  and  it  will  not  be  possible  to  report  on  our  ex- 
perience for  at  least  a further  year. 


Personal  Hygiene 

The  School  Medical  Inspector  for  the  Barnstaple  division  stated 
in  one  of  his  early  reports  that  defects  of  clothing  and  cleanliness 
were  frequently  met  together,  in  large  families  the  cause  frequently 
being  poverty,  in  others  ” intemperance  and  laziness  of  the  parents.” 
He  thought  a larger  number  of  such  defects  would  be  found  but  for 
the  parents  receiving  notice  of  the  impending  examination,  the  result 
of  which  was  ” an  unaccustomed  wash,  and  clothing  the  child  in  the 
best  selection  of  garments  that  belong  to  the  family.”  Over-clothing 
was  a’so  occasionally  met  with,  and  the  Inspector  saw  one  boy  on  a 
warm  June  day  who  had  on  ” a thick  vest,  a flannel  shirt,  a waistcoat 
lined  with  flannel  and  a coat;  and  on  his  legs  two  pairs  of  drawers 
inside  corduroy  trousers.” 

In  some  schools  the  incidenee  of  head  lice  in  girls  was  found  to 
be  as  high  as  75%  although  the  overall  rate  when  the  service  started 
was  a mere  21  %.  In  the  Report  for  1930  the  Committee  was  en- 
couraged to  learn  that  the  rate  had  dropped  to  just  over  5%. 

Pediculosis,  which  was  still  a problem  in  some  areas  just  before 
the  seeond  War,  was  accentuated  by  the  reception  of  evacuees,  in 
some  areas  the  percentage  of  children  infested  rising  as  high  as  25  %. 
As  well  as  provision  of  cleansing  stations  for  the  treatment  of 
children,  emphasis  was  placed  on  educating  parents  and  older 
children  in  school  on  how  to  keep  free  from  infestation. 

To  assist  the  Health  Visitors  in  cleansing  the  children  a number 
of  “ women  disinfestors  ” were  appointed.  Their  value  was  quickly 
realised,  and  by  the  end  of  the  War  they  were  being  employed  on 
other  duties  and  have  been  retained  as  Nursing  Assistants.  This 
year  the  infestation  rate  is  only  0.24%!  Only  one  hundredth  of  that 
fifty  years  ago. 

The  scheme  was  initially  confined  to  the  urban  areas,  but  by 
re-organisation  of  work  and  agreement  in  principle  to  the  provision 
of  cars,  their  services  are  now  available  to  almost  all  the  Health 
Visitors.  Where  possible  nurses  with  the  S.R.N.  qualifications  are 
being  recruited,  so  that  they  can  take  over  minor  ailment  treatments 
in  addition  to  routine  hygiene,  vision  and  hearing  tests  which  can 
take  up  a disproportionate  part  of  the  health  visitor’s  time. 
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VISION 

The  provision  of  spectacles  for  those  children  found  to  have 
defective  vision  was  first  considered  in  1910.  It  was  apparently 
much  easier  to  convince  parents  of  the  need  for  this  form  of  treatment 
than  any  other,  yet  it  was  one  of  the  most  difficult  to  obtain.  “ In 
very  few  cases  is  it  possible  for  the  parents  to  pay  the  fee  for  expert 
advice,  and  the  difficulty  of  obtaining  Eye  Infirmary  recommends  in 
some  districts  is  very  great,  as  many  subscribers  do  not  care  to  give 
their  recommends  to  such  cases,  and  urge  that  it  is  the  duty  of  the 
Authority  who  employ  the  Inspectors  to  carry  out  the  treatment  of 
the  cases  they  discover.” 

As  has  been  mentioned,  an  additional  Medical  Inspector  was 
appointed  largely  for  eye  work,  but  was  lost  to  the  Army  shortly 
after.  In  1915  a locum  School  Oculist  was  obtained,  and  the  work 
of  providing  spectacles  commenced.  The  School  Oculist  prescribed 
and  measured  the  child  for  the  frames,  and  the  spectacles  were  made 
by  opticians  appointed  by  the  Committee,  although  if  parents 
specially  wished  they  could  have  the  prescription  made  up  privately. 
Although  the  parents  paid  full  cost  price,  this  expenditure  amounted 
only  to  “ from  3/-  to  4/9d.  per  pair,  according  to  the  kind  of  lenses 
required.” 

Although  by  1922  the  Medical  Inspectors  were  also  inspecting 
children  at  the  Secondary  Schools,  treatment  facilities  were  only 
available  to  pupils  in  the  Elementary  Schools,  and  in  his  report  for 
1923  Dr.  Adkins  drew  attention  particularly  to  the  need  for  provision 
of  spectacles.  In  the  Primary  Schools  there  were  8%  of  children 
with  defects,  whilst  in  the  Secondary  Schools  over  13%  had  defects 
of  vision  but  were  not  being  provided  with  spectacles. 

The  need  for  a second  School  Ophthalmic  Surgeon  was  recog- 
nised in  1936,  and  Dr.  Margaret  Foxwell  was  appointed.  Develop- 
ments over  the  next  twenty  odd  years  are  best  described  in  her  own 
words. 

“ As  this  will,  in  all  probability,  be  the  last  annual  report  on 
D.C.C.  School  Ophthalmic  Service  I shall  be  called  upon  to  write, 
it  is  natural  to  look  back  over  the  20  odd  years,  certainly  not 
nostalgically,  but  nevertheless  with  interest,  in  comparing  conditions 
then  and  now. 

Devon  County  was  a pioneer  in  appointing  a full-time  School 
Ophthalmic  Surgeon,  but  having  the  whole  of  the  large  and  scattered 
school  population  in  the  County  to  cover,  it  was  inevitable  that  his 
work  should  be  done  from  selected  centres  to  which  the  children 
should  go  for  examination  and  treatment.  However,  as  the  work 
increased,  in  1936  it  was  decided  to  appoint  a second  full-time  oculist 

It  very  soon  became  apparent,  that  the  standard  of  visual 
acuity  required  was  too  low,  and  that,  in  any  case,  only  about  y of 
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children  requiring  treatment  were  in  fact  being  seen.  This  was  due 
to  a variety  of  reasons: 

1 . Financial.  All  spectacles,  and  repairs,  had  to  be  paid  for  by 
the  parents. 

2.  Selection  of  frames  was  limited. 

3.  Some  parents  apparently  considered  it  an  insult  even  to 
suggest  their  child  had  any  defect,  and  resented  examination. 

4.  Inaccessibility  of  Clinics. 

This  last  appeared  to  be  the  greatest  stumbling  block  of  all. 
Transport  was  extremely  difficult  to  obtain  in  rural  areas,  many  parts 
had  not  even  a bus  on  market  days,  and  probably  the  only  car  in 
the  village  was  run  by  the  Vicar,  who  obviously  could  not  be  available 
for  every  call! 

Early  attendance  was  essential,  because  ophthalmic  examina- 
tions take  a long  time,  and  the  extreme  difficulty  and  expense  of 
getting  the  children  to  the  clinic,  plus  the  fact  that  many  parents  did 
not  consider  either  examination  or  treatment  necessary,  considerably 
reduced  the  numbers  who  should  have  attended. 

It  was  obvious,  that  if  the  School  Ophthalmic  Scheme  was  to 
become  a truly  efficient  service,  it  would  require  total  re-organisation, 
and  be  so  arranged  that  every  child,  however  poor  or  isolated,  should 
have  the  same  opportunities  as  children  living  in  towns,  with  all 
facilities  “ on  the  doorstep.” 

The  first  requirement  was  to  decide  what  visual  acuity  should  be 
considered  defective,  and  the  child  referred  to  the  oculist.  It  was 
unquestionable,  that  the  previous  standard  was  too  low,  it  was 
therefore  raised  to  the  only  acceptable  standard,  namely,  anything 
less  than  normal  vision  in  each  eye  separately,  should  be  referred. 

Secondly,  it  was  essential  that  every  school  child  should  have  a 
vision  test  every  year,  because  children’s  vision  does  not  necessarily 
remain  stationary.  It  was  also  essential  that  every  child  attending 
school  should  be  tested,  including  the  entrants,  and  not  to  wait  till 
8 years  of  age,  or  until  they  “ knew  their  letters,”  which  had  been  the 
previous  rule. 

The  Health  Visitors  were  approached,  as  their  co-operation  was 
essential,  and  the  “ E ” test  was  introduced,  to  facilitate  the  testing 
of  infants.  After  prolonged  trial  this  method  was  dropped,  owing 
to  the  quite  unreliable  results  obtained  thereby.  In  the  meantime, 
the  H.V.s  had  become  so  used  to  testing  infants,  that  the  aerial 
drawing  of  letters  was  substituted,  and  this  method  has  proved  the 
most  satisfactory. 

The  next  problem  was,  how  to  overcome  the  high  rate  of 
defaulters.  It  was  then  decided  to  take  the  Service  to  the  children, 
so  that  all  would  have  equal  opportunities,  and  none  requiring 
attention  would  be  deprived  of  it. 


73 


This  has  since  been  the  essence  of  the  Devon  County  School 
Ophthalmic  Scheme,  in  which  the  Ophthalmic  Surgeon  visits  every 
school,  and  sees  and  treats  all  the  children  referred  “ on  the  spot.” 
At  the  same  time,  being  comparatively  near,  the  parents  were  able 
to  attend  if  they  so  desired,  though  this  arrangement  has  been  some- 
what upset  in  latter  years,  in  Grammar  and  Secondary  Modern 
Schools,  where  children  are  transported  by  buses,  which  are  not 
available  for  parents.  However,  it  is  the  rule,  that  a written  report, 
with  all  instructions  relating  to  the  condition  found,  plus  treatment 
required,  and  the  supply  of  glasses,  if  necessary,  is  sent  to  every 
parent  unable  to  attend,  when  a child  is  seen  for  the  first  time. 

It  is  admitted  that  conditions  in  the  schools  are  not  as  com- 
fortable and  easy  for  the  Oculist,  as  those  prevailing  at  a well- 
equipped  clinic,  though  the  Head  Teachers  are  highly  co-operative, 
and  do  everything  possible  to  provide  suitable  accommodation.  It 
would,  however,  be  fatal  for  the  Service,  if  its  essential  purpose, 
which  is  to  ascertain  and  treat  all  the  children  with  defective  vision, 
were  lost  sight  of,  in  favour  of  the  Ophthalmic  Surgeon’s  comfort  and 
convenience.  The  Devon  service  is  probably  unique  in  this  respect, 
but  the  county  is  also  fairly  unique  in  its  size  and  geographical 
scattering  of  population. 

On  the  financial  side.  Parents  were  still  responsible  for  the 
cost  of  spectacles,  which  was  very  low  for  the  cheapest  types  of 
frames,  namely  plain  nickel — much  hated  by  the  children,  especially 
the  girls,  but  even  this  low  cost  was  a hardship  to  some  of  the  poorer 
parents,  and  through  poverty  or  indifference,  the  glasses  were  not 
obtained.  Later  the  Committee  sanctioned  the  supply  of  nickel 
horn-covered  spectacles  free  of  charge,  and  change  of  lenses,  where 
clinically  necessary,  were  also  free.  A wider  selection  of  frames  was 
made  available  so  that  parents  who  wished  to  have  a different  type 
could  do  so,  by  paying  the  extra  cost  on  the  frame  only. 

The  immediate  result  of  this  was,  that  all  children  requiring 
spectacles  received  a pair.  One  mother,  who  had  insisted  that  all 
her  4 children  had  perfect  vision,  when  she  knew  that  she  had  not  to 
pay  for  glasses,  promptly  begged  to  have  them  examined,  which  she 
had  always  previously  refused,  the  consequence  being  that  all  the 
children  received  the  glasses,  which  they  so  sorely  needed. 

The  arrival  of  the  National  Health  Service  caused  some  inital 
disruption  to  the  D.C.C.  scheme,  which  was  working  perfectly, 
having  weathered  the  storms  of  innovation,  war  and  the  massive 
shifting  school  population  of  evacuees. 

Eventually,  after  a year  or  two  of  teething  trouble,  the  Service  in 
the  meantime  being  taken  over  by  the  S/W  Regional  Hospital  Board, 
it  was  again  working  smoothly  and  well,  and  its  essential  principle  is 
still  being  maintained,  namely  to  take  the  service  to  every  school 
child  needing  it. 
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During  the  years  the  attitude  of  parents  has  completely  changed; 
in  the  early  days  it  was  often  resented,  but  gradually  it  has  become 
appreciated  and  welcomed,  parents  being  anxious  to  have  their 
children  seen  even  where  no  defect  is  suspected,  and  this  applies 
especially  to  children  under  school  age. 

The  treatment  of  squints  is  especially  noteworthy.  In  the  old 
days  it  was  a complete  innovation  to  cover  a good  eye  to  make  a bad 
one  work,  and  usually  instituted  a battle  royal  to  get  the  parents 
consent  to  the  treatment;  it  was  usually  possible  after  much  explana- 
tion to  get  the  mothers  to  agree,  but  Oh  those  grandmothers!  Now, 
the  treatment,  drastic  as  it  is,  is  expected. 

As  is  now  well-known,  the  National  Health  Service  provided 
sight  tests  through  the  Supplementary  Ophthalmic  Service,  and  this 
is  available  to  everybody.  Some  school  children  have  been  supplied 
with  glasses  through  this  scheme.  The  trouble  arises  when  parents 
do  not  divulge  the  information  that  one  service  has  already  been 
used,  which  leads  to  waste  of  time  and  the  Country’s  money.” 


HEARING 

The  development  of  a scheme  for  the  detection  of  deafness  and 
early  and  effective  treatment  has  been  less  rapid—  indeed  we  are 
today  only  on  the  point  of  launching  what  can  be  regarded  as  a 
comprehensive  service. 

Not  until  1934  was  there  mention  of  the  need  for  earlier 
ascertainment  of  those  children  with  defects,  particularly  deafness. 
This  had  previously  depended  largely  on  School  Attendance  Officers’ 
reports,  or  the  examinations  of  School  Medical  Inspectors  once  the 
children  had  started  school.  A system  of  special  registers  compiled 
by  Health  Visitors  was  to  help  in  earlier  ascertainment,  so  that  if 
necessary  action  could  be  taken  before  the  child  started  school. 

In  1940  comment  was  made  that  the  existing  system  of  testing 
hearing  by  the  forced  whisper  test  was  unsatisfactory,  since  many 
cases  were,  in  fact,  missed.  It  was  suggested  that  the  only  satis- 
factory method  of  testing  hearing  acuity  was  by  audiometry.  This 
view  was  echoed  two  years  later  when  Mr.  Bradbeer,  E.N.T.  Surgeon, 
Torquay,  commented: — 

“ I think  early  deafness  in  children  can  only  be  detected  by 
routine  hearing  tests  at  regular  intervals.  The  gramophone  audio- 
meter affords  a means  of  testing  batches  of  children  and  saves  time.” 

The  Torquay  Education  Committee  had  purchased  a gramo- 
phone type  audiometer  for  the  testing  of  children  at  their  schools, 
but  although  it  was  acknowledged  to  be  an  overdue  development  the 
difficulty  and  expense  of  obtaining  additional  audiometers  in  the 
immediate  post-war  period,  and  the  lack  of  sufficient  Health  Visitors 
with  time  to  carry  out  the  tests,  precluded  its  more  general  adoption. 
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Since  then  some  inherent  defects  of  the  gramophone  audiometer 
have  been  recognised,  particularly  the  difficulty  of  using  the  test 
before  about  eight  years  of  age,  and  the  fact  that  results  depend  to 
some  extent  on  intelligence,  since,  for  example,  a bright  child 
hearing  “ -ix  ” will  know  that  the  number  can  only  be  “ six.” 
Testing  by  “ pure  tone  ” audiometry  overcomes  these  difficulties 
and  a rapid  “ sweep  ” test  of  groups  of  children  can  easily  be  carried 
out  even  with  five-year-olds. 

Individual  tests  carried  out  by  Health  Visitor  or  Doctor  may 
have  advantages.  Even  the  much  criticised  whisper  test  is  of  value, 
since  as  Dr.  Solomon  commented  in  1954  “ amongst  the  defects 
found  at  school  medical  inspections  61  could  not  hear  a whispered 
voice  at  a distance  of  3 feet.”  Many  of  these  cases  had  not  been 
suspected  either  by  parents  or  teachers,  and  as  he  noted,  defects  of 
this  kind  led  to  serious  educational  retardation. 

The  word  lists  introduced  by  Dr.  Archer  have  been  mentioned 
in  the  last  two  Annual  Reports,  and  an  investigation  into  the  relative 
merits  of  these  tests  and  the  sweep  audiometry  is  in  progress. 

Dr.  Archer  has  contributed  the  following  notes  on  variable 
deafness  and  lateral  dominance  and  ear  preference. 

Variable  Deafness. 

It  has  been  extremely  valuable  to  have  a portable  pure-tone 
audiometer  available  by  arrangement,  with  which  to  investigate  the 
pure  tone  hearing  of  children  found  by  word  testing  to  have  poor 
hearing  for  speech  or  poor  speech  production. 

We  are  still  finding  children  regularly  on  routine  testing  with 
seriously  defective  hearing.  They  are  referred  by  arrangement  with 
their  family  general  practitioner  to  the  otologist  for  advice  and 
treatment.  Three  of  these  children  have  been  provided  with  hearing 
aids  and  several  more  will  probably  be  preseribed  hearing  aids  when 
investigation  is  completed. 

Most  of  the  children  found  to  have  hearing  loss  are  suffering 
from  catarrhal  or  conductive  deafness  and  a number  of  these 
children  recover  normal  hearing  after  suitable  treatment  which  may 
include  the  removal  of  adenoids  and  tonsils.  There  are,  however,  a 
disturbingly  large  number  of  ehildren,  particularly  in  the  Infant 
Schools  and  Classes,  who  continue  to  have  intermittantly  defective 
hearing  associated  with  recurrent  catarrhal,  or  infective  conditions 
of  the  upper  respiratory  tract,  in  the  absence  of  any  indication  for 
surgical  intervention.  It  is  well  known  that  this  tendency  is  usually 
out-grown  by  the  age  of  eight  or  nine  years.  Unfortunately  the 
school  years  before  the  age  of  eight  are  just  the  ones  in  which  the 
fundamentals  of  future  education  are  being  taught.  During  these 
years,  too,  the  child  is  building  up  learning  habits  and  an  attitude  to 
formal  education  which  will  probably  be  his  for  life.  Variable 
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hearing  cannot  but  be  a grave  handicap  during  these  formative  years. 
The  child  with  a permanent  hearing  loss  gains  a stable,  though 
distorted  “ auditory  image  ” of  his  world  and  can  make  an  adjust- 
ment to  it,  while  the  child  with  intermittant  hearing  loss  must  be  in  a 
state  of  complete  auditory  confusion;  at  times  even  his  own  voice 
seems  remote  and  unreal  to  him.  A capable  little  girl,  who  was 
being  reprimanded  for  poor  work,  expressed  just  this  difficulty  very 
clearly  when  she  said  “ There  are  days  when  Teacher  just  mumbles, 
but  she  expects  us  to  learn  all  the  same!” 

The  problem  is  an  important  one  which  needs  serious  study 
both  from  a therapeutic  and  an  educational  point  of  view.  It  is 
possible  that  some  of  the  information  gained  in  the  planned  com- 
parison of  methods  of  screening  children  for  hearing  loss  at  present 
being  made  in  this  County  will  contribute,  at  least,  to  the  definition 
of  this  problem  in  size  and  scope. 

Lateral  Dominance  and  Ear  Preference. 

The  study  of  laterality  and  lateral  dominance  has  made  volumin- 
ous contributions  to  the  literature  of  metaphysics,  education, 
psychology  and  neurology.  The  odd  thing  is  that  dominance  of 
hand,  eye  and  foot  has  received  unlimited  and  meticulous  obser- 
vation, experiment  and  comment  while  the  question  of  a dominant 
partner  in  that  other  paired  sense  organ,  the  ear,  has  been  neglected. 
It  is  possible  that  the  remarkable  disproportion  between  the  wealth 
of  observation  and  speculation  on  the  subject  of  laterality  and  the 
poverty  of  the  emergent  conclusions  could  be  attributed  to  this  fact 
and  that  investigation  of  ear  dominance  might  show  up  an  overall 
pattern  in  lateral  dominance  that  is  at  present  missing. 

Testing  the  hearing  of  large  numbers  of  children  has  left  me  with 
the  conviction  that  just  as  most  of  them  have  a dominant  hand  and 
eye,  they  also  have  a preferred  or  dominant  ear,  which  has  a some- 
what special  part  to  play  in  the  duet  which  constituted  normal 
hearing  and  results  in  normal  speech. 

The  only  reference  to  aural  dominance  I have  been  able  to 
find  at  present  in  the  literature  is  by  Peterson  and  his  colleagues. 
In  three  short  papers  (Peterson  G.E.  Journal  of  Speech  Dis.  1944 
9 p.ll8 — •125)  he  described  how  he  found  most  people  to  have  a 
preferred  ear.  He  recorded  the  numerical  co-relations  he  found 
between  hand,  foot,  eye  and  ear  preference  and  states  the  fact  that 
ear  preference  has  no  direct  relationship  with  hearing  acuity.  His 
work  was  done  with  adults. 

A baby  of  about  9 months  turns  towards  a suitable  sound 
stimulous  given  to  one  side  or  the  other  of  his  head;  this  is  accepted 
as  demonstrating  hearing  in  that  ear  and  is  the  basis  of  our  hearing 
tests  for  infants.  If  one  tests  the  five  month  old  baby  of  average 
development,  no  response  is  obtained.  Repeated  testing  at  weekly 
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or  fortnightly  intervals  sometimes  demonstrates  a period  round 
about  six  or  seven  months  when  a normal  response  is  obtained  from 
one  ear  and  none  from  the  other.  A retest  a few  weeks  later 
obtains  a normal  response  from  both  ears.  I have  not  yet  been  able  to 
follow  this  long  enough  in  a sufficient  number  of  children  to  produce 
figures,  but  it  does  seem  that  this  early  unilateral  response  occurs 
on  the  side  most  forward  in  sensory-motor  development  which 
ultimately  provides  the  dominant  hand,  and,  possibly,  ear. 

The  same  sort  of  occurrence  has  been  seen  again  later  in  child- 
hood. It  was  discovered  by  chance  that  not  all  5 year  olds  know 
which  ear  they  are  hearing  in  when  a pure-tone  household  audio- 
metric test  is  being  done.  Some  children  just  frankly  do  not  know 
which  ear  is  hearing  the  stimulous;  although  they  can  signal  its 
onset  and  cessation  accurately,  they  cannot  produce  an  answer  to 
“ which  ear  is  it?”  Other  children  are  correct  about  one  ear,  but 
often  attribute  sound  stimute  which  are  actually  coming  into  the 
other  ear,  to  that  same  ear,  which  is  often  their  right  ear.  When 
questioned  to  confirm  or  correct  this  mislocation  of  sound  they  are 
firmly  convinced  that  they  are  hearing  in  the  ear  opposite  the  one  into 
whicli  the  stimulous  is  being  directed.  By  the  age  of  seven  most 
children  are  able  to  tell  immediately  and  accurately  which  is  the 
hearing  ear. 

Another  interesting  little  point  which  has  come  to  light  during 
testing  is  that  some  children  with  speech  defects  make  fewer  errors 
in  pronunciation  of  words  when  using  unilateral  hearing,  than  when 
using  binaural  hearing. 

These  and  other  details  noted  in  the  course  of  repeated  obser- 
vations on  young  children  in  child  welfare  clinics  and  schools  has 
sketched  the  outline  of  a notion  that  external  dominance  in  the 
paired  sense  organs,  including  hands  and  feet,  results  from  a slightly 
earlier  maturation  of  each  successfully  acquired  skill  on  one  side 
than  on  the  other,  and  that  this  slight  imbalance  of  laterality  is 
usually  turned  to  great  advantage,  although  sometimes  it  may  be  so 
great  as  to  cause  obvious  defects.  There  is  quite  evidently  occasion 
for  endless  detailed  study  of  these  interesting  and  important  problems 
and  one  has  the  opportunity,  if  only  the  time  and  equipment  were 
available. 

TREATMENT 

Medical  inspection  of  the  children  revealed  large  numbers 
requiring  treatment  of  one  form  or  another.  In  1909  it  was  stressed 
that  “ the  inspection  of  children  and  their  surroundings,  without 
amelioration  of  the  defects  revealed,  is  waste  of  time  and  money.” 
A special  Sub-Committee  was  appointed  to  consider  the  problem, 
and  “ recommended  the  appointment  of  three  nurses  to  act  under 
the  school  medical  inspectors.”  The  County  Council  postponed 
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the  matter  “ for  future  consideration  ” despite  the  fact  that  other 
authorities  had  already  pioneered  in  this  direction,  and  it  was  not 
until  191 1 that  Dr.  Adkins  could  report  the  appointment  of  the  first 
school  nurse. 

The  value  of  the  school  nurse  was  soon  apparent,  and  whilst  the 
rate  of  pediculosis  stood  at  about  75%  when  she  first  took  up  her 
duties,  this  fell  to  about  1 5 % in  those  areas  where  the  nurse  had  been 
working  for  a year. 

In  1910  there  were  no  health  visitors  to  follow  up  the  children 
with  defects  found  on  medical  inspection.  A system  of  after-care 
Committees  was  therefore  started.  Their  objects  were  twofold,  the 
encouragement  of  the  parent  to  obtain  treatment  and  the  provision 
of  the  means  of  treatment,  including  the  “ obtaining  of  hospital 
recommendations  surgical  appliances  and  sending  children  to  con- 
valescent homes.”  Members  of  the  Care  Committees  were  also  to 
pay  home  visits  ” of  a friendly  character  ” to  encourage  mothers  to 
attain  higher  standards  and  to  teach  them  simple  rules  of  health. 

An  appendix  to  the  report  for  1911  includes  an  interesting  note 
on  the  duties  of  the  After-care  Committees.  The  Board  of  Educa- 
tion had  emphasized  the  confidential  nature  of  the  medical  in- 
spections and  the  reports  of  the  Inspector,  and  the  Committee  did 
not  “ consider  that  it  is  permissable  for  Managers  to  be  present  at 
the  actual  inspection.”  It  was  suggested,  however,  that  the  Com- 
mittee (which  was  to  include  all  the  lady  Managers)  should  meet  the 
Medical  Inspector  at  the  conclusion  of  his  visit  and  receive  from  him 
a report  on  all  children  needing  treatment.  The  After-care  Com- 
mittee would  allow  about  four  weeks  for  the  parents  to  take  the 
necessary  action  before  themselves  following  up.  The  Education 
Committee  could  hold  out  no  hopes  of  helping  financially  in  respect 
of  treatment,  but  suggested  that  the  After-care  Committees  might 
help  parents  by  obtaining  “ recommends  ” to  hospitals,  assistance 
from  local  charities,  or  in  the  last  resort,  from  Boards  of  Guardians 
who  were  required  to  provide  medical  relief  where  through  poverty 
the  parent  was  unable  to  procure  this. 

A particularly  note-worthy  step  was  taken  by  the  owner  of  the 
East  Allington  school,  who  provided  the  services  of  a dentist  for  the 
children.  In  the  same  year  (1912)  the  Committee  decided  to  use 
the  services  of  several  local  nursing  associations  to  help  carry  out  the 
treatment  of  defects  found  at  medical  inspection,  and  sanction  was 
given  to  the  spending  of  about  £300  per  annum  on  this. 

By  1914  a beginning  had  been  made  with  a scheme  for  the 
treatment  of  children  found  to  need  this.  An  additional  Medical 
Inspector  had  been  appointed  to  spend  part  of  his  time  on  eye  work; 
a first  dentist  was  engaged  and  arrangements  were  made  in  the  urban 
areas  for  local  dentists  to  carry  out  part-time  work.  Two  additional 
school  nurses  were  engaged  to  deal  with  pediculosis  and  follow-up 
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work,  and  contracts  were  also  entered  into  with  District  Nursing 
Associations.  Hospital  treatment  was  covered  by  the  provision  of 
a sum  of  up  to  £300  “ for  the  purchase,  by  the  School  Medical 
Officer,  of  tickets  from  any  General  Cottage  or  special  Hospital  for 
the  treatment  of  cases  of  tonsils,  adenoids,  eyes,  ears.  X-ray,  cases 
of  ringworm  and  any  other  special  conditions  which  may  present 
themselves.”  In  order  to  deal  with  the  increase  of  clerical  work,  an 
additional  clerk  was  appointed  at  a commencing  salary  of  £60  per 
annum.  The  War  unfortunately  gave  an  almost  immediate  setback, 
as  the  School  Oculist  and  two  of  the  remaining  three  Medical 
Inspectors  entered  the  Army. 

In  1915  a decision  was  made  to  establish  school  clinics  for  the 
purpose  of  treating  children  in  the  urban  areas,  and  Paignton, 
Exmouth  and  Bideford  were  chosen  for  the  first  experimental 
clinics.  By  1921  there  were  ten  clinics,  although  some  of  these 
could  only  be  held  once  a week  and  there  was  thus  difficulty  in 
obtaining  continuity  of  treatment.  In  some  areas,  however,  school 
nurses  were  able  to  visit  homes  and  instruct  mothers  how  to  carry 
on  the  treatment  during  the  week. 

In  1923  there  was  reference  to  the  need  for  specialised  clinics 
for  the  treatment  of  orthopaedic  defects.  Subsequent  reports  refer 
to  a voluntary  movement  for  the  provision  of  an  Orthopaedic 
Hospital  in  Exeter.  The  history  of  the  Princess  Elizabeth  Ortho- 
paedic Hospital,  its  associated  out-patients  clinics  and  also  the 
Ivybridge  Orthopaedic  School — later  to  become  the  Dame  Hannah 
Rogers  School  for  Spastics,  is  recounted  by  Mr.  Norman  Capener  as 
follows: — 

Orthopaedic  Services 

” A time  of  celebration  gives  an  opportunity  to  review  the  past 
and  to  consider  the  future.  Devon  County  Council  has  many 
achievements  of  which  to  be  proud.  Others  can  speak  more 
authoritatively  of  its  development  of  County  administration  and 
its  work  for  education,  agriculture,  public  health,  roads  and  other 
aspects  of  local  government.  1 feel  it  should  also  be  proud  of  its 
characteristically  English  support  for  ideas  and  scheme,  designed  for 
the  good  of  the  community,  originating  outside  the  Council  and  not 
administered  directly  by  it.  Of  such  has  been  the  development  of 
voluntary  bodies  which  carried  on  work  for  which  the  Council  had  a 
statutory  responsibility  but  which  it  encouraged  these  societies  to 
perform  as  its  agents.  Orthopaedic  progress  in  Devon  is  an  example 
of  this  in  the  medical  fields.  As  a result  of  the  Education  Acts  of 
the  1920’s  the  education  of  physically  defective  children  and  their 
treatment  went  hand  in  hand  and  the  local  authorities  were  em- 
powered to  make  provision  for  both  needs.  Thus  there  were 
developed  orthopaedic  hospital  schools,  of  which  the  first  in  the 


80 


south-west  was  that  established  by  the  Dame  Hannah  Rogers 
foundation  at  Ivybridge  with  the  help  of  the  late  Charles  Kennedy, 
F.R.C.S.  Next  came  the  establishment  in  1926  of  a voluntary  joint 
committee  for  Devon  and  Cornwall  designed  to  establish  out- 
patient clinics  throughout  these  two  counties  in  association  with  a 
central  orthopaedic  hospital  at  Exeter.  Very  soon  the  scheme 
divided  into  two  parts,  Cornwall  making  its  own  provisions.  Devon 
through  the  pioneer  work  of  the  late  Dame  Georgiana  Buller  and  the 
late  Brennan  Dyball,  F.R.C.S.,  established  an  orthopaedic  hospital 
with  out-patient  clinics  throughout  the  county  of  Devon.  The 
hospital  was  opened  at  the  end  of  1927  by  the  Duke  and  Duchess  of 
York,  as  they  then  were,  and  named  by  them  after  the  infant 
Princess  Elizabeth,  our  present  Queen.  For  the  next  twenty  years 
until  the  hospital  was  taken  over  by  the  Ministry  of  Health  as  part 
of  the  National  Health  Service,  the  Devon  orthopaedic  scheme  and 
the  Princess  Elizabeth  Orthopaedic  Hospital  which  had  been  built 
up  by  the  Devonian  Orthopaedic  Association  made  rapid  advances 
in  size  and  importance.  It  had  the  support  and  advice  of  members 
of  Devon  County  Council  and  the  never  failing  interest  of  its 
medical  officers.  We  remember  in  particular  the  interest  of  the 
first  Lord  Roborough,  Sir  John  Daw  and  Sir  George  Hayter-Hames, 
the  latter  of  whom,  long  before  he  was  chairman  of  the  Council, 
took  an  active  part  in  the  organisation  of  the  orthopaedic  service. 
We  remember  with  gratitude  the  support  which  we  received  from 
Dr.  L.  Meredith  Davies  through  all  his  years  of  leadership  in  the 
Department  of  Public  Health,  with  a succession  of  assistant  medical 
officers  of  whom  we  remember  with  affection  the  late  Dr.  W.  H. 
Date.  The  success  of  the  Devon  orthopaedic  scheme  was  without 
doubt  due  to  the  freedom  permitted  by  a voluntary  enterprise 
tempered  by  the  economics  enjoined  by  the  elected  local  authority. 
In  spite  of  the  restrictions,  good  work  was  done,  and  done  re- 
markably cheaply.  The  out-patient  clinics  were  stalled  by  voluntary 
helpers  who  gave  devoted  service  and  were  themselves  supported  by 
representatives  in  every  village  and  parish  who  kept  in  touch  with 
patients  and  supported  the  work  by  their  own  collections  of  charitable 
funds.  There  was  a good  association  with  the  general  practitioners 
of  the  county  whose  co-operation  was  essential  for  the  success  of 
the  scheme,  both  directly  as  far  as  the  orthopaedic  clinics  were 
concerned,  but  also  through  the  contacts  which  were  made  with 
them  by  the  County’s  medical  officers  dealing  with  maternity  and 
child  welfare  work,  school  health  and  the  medical  officers  dealing 
with  tuberculosis.  From  the  out-patient  attendance  of  4,240  at 
these  clinics  in  1928  there  was  a steady  increase  until  in  the  last  free 
year  1948  it  came  to  20,798  attendances.  The  figure  for  1958  is 
now  29,547  attendances. 

A service  which  started  for  children  only,  soon  was  found  to  be 
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required  for  adults.  In  this  the  major  concern  of  the  County 
Council  was  in  the  treatment  of  adult  patients  suffering  from 
tuberculosis.  At  first  these  could  only  be  dealt  with  at  the  newly 
established  orthopaedic  hospital  set  up  by  the  Corporation  of 
Plymouth  in  1933  at  Mount  Gold,  where  the  Devon  orthopaedic 
surgeons  also  were  working.  In  1934  the  Princess  Elizabeth 
Orthopaedic  Hospital  was  enlarged  to  receive  adult  patients.  The 
work  in  this  field  increased  in  the  following  years,  especially  after 
1938  when  through  the  munificence  of  Lord  Nuffield  a further 
considerable  extension  of  the  Princess  Elizabeth  Orthopaedic 
Hospital  was  initiated  and  came  to  completion  by  the  middle  of 
1940,  from  when  onwards  it  took  an  important  part  in  the  Emergency 
Hospital  Service  and  the  needs  of  military  and  civilian  war  casualites. 

The  care  of  physically  disabled  children  has  of  course  always 
been  the  first  concern  of  orthopaedics.  Since  the  end  of  the  war  in 
1945  it  has  been  in  this  field  that  the  greatest  change  has  occurred. 
In  this  a certain  pride  can  be  taken  by  the  public  health  services  and 
by  those  concerned  with  the  development  of  anti-biotic  drugs  which 
have  brought  under  control  the  crippling  diseases  which  were 
formerly  so  prevalent.  Nevertheless  there  still  remain  a number  of 
conditions  amongst  children  in  which  orthopaedic  surgeons  play  a 
considerable  part  in  treatment  and  for  which  the  type  of  orthopaedic 
service  which  still  exists  in  Devon  can  play  an  important  part  in 
conjunction  with  the  medical  officers  of  the  public  health  department. 
A fundamental  feature  of  orthopaedics  has  always  been  its  interest 
in  preventive  measures.  While  the  prevention  of  diseases  which 
cause  crippling  has  largely  and  rightly  been  in  the  hands  of  other 
people,  the  orthopaedic  surgeon,  has  been  particularly  involved  in 
the  prevention  of  the  crippling  effects  of  disease  by  early  detection 
of  incipient  disability  or  deformity  and  its  efficient  treatment.  There 
are  still  many  aspects  of  this  work  to  be  dealt  with  e.g.,  the  congenital 
and  developmental  abnormalities  which  arise  and  the  postural 
defects  which  are  often  the  result  of  some  form  of  general  debility. 
Of  growing  importance  is  the  care  of  children  involved  in  accidents 
either  in  the  home  or  on  the  roads;  this  tends  to  increase  and  while 
a much  bigger  effort  must  be  made  by  the  community  in  its  accident 
prevention  campaign,  nevertheless  it  is  likely  that  the  orthopaedic 
service  will  continue  to  be  engaged  in  this  problem.  In  preventive 
work  the  care  of  the  health  of  children  is  of  great  importance  and  we 
have  been  particularly  impressed  by  the  work  in  physical  education 
done  throughout  the  Council’s  schools. 

One  field  in  which  the  orthopaedic  service  in  Devon  is  specially 
interested  is  the  care  and  education  of  children  suffering  from 
cerebral  palsy.  This  work  involves  the  efforts  of  a team  and  here 
co-operation  with  neurologists,  paediatricians  and  psychiatrists  is 
particularly  important.  It  is  work,  furthermore,  in  which  the  educa- 
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tion  authorities  must  take  a dominant  part.  The  old  pioneer 
Dame  Hannah  Rogers  Orthopaedic  Hospital  School  at  Ivybridge 
has  since  1949  been  converted  into  a purely  educational  institute, 
now  re-built  on  a new  site  and  catering  for  50  children.  General 
intellectual  and  physical  education  is  here  associated  with  the 
activities  of  specialists  in  the  fields  of  speech  and  physical  therapies. 
This  institution  is  going  to  have  an  important  research  function 
where  all  these  aspects  can  be  studied  and  evaluated.  Co-operation 
with  the  medical  and  education  departments  of  the  Devon  County 
Council  is  going  to  be  very  helpful. 

The  treatment  of  injuries  in  childhood  has  already  been 
mentioned.  We  must  not  forget  the  growing  menace  of  accidents 
to  adults.  With  high  speed  transport  and  the  large  increase  of  this 
traffic  in  Devon  during  the  summer  months  this  is  a serious  medico- 
social  problem.  It  should  also  be  recognised  that  during  the  past 
12  years  there  has  been  a great  increase  in  powerful  and  awkward 
machinery  in  Devon’s  biggest  and  most  important  industry:  agricul- 
ture. The  incidence  of  accidents  in  this  field  is  very  considerable. 
Further  improvement  of  the  hospital  accident  services  is  needed  in 
conjunction  with  the  excellent  Devon  County  Ambulance  Service.” 


Other  Services 

The  Report  for  1942  contains  some  interesting  comments  from 
the  various  E.N.T.  Surgeons.  Mr.  Bradbeer  in  the  Torquay  area 
for  example,  contrasted  the  unsatisfactory  arrangements  for  E.N.T. 
cases  with  the  more  adequate  provision  made  for  tuberculosis  and 
orthopaedics.  He  went  on  “ Established  deafness  can  rarely  be 
cured,  and  prevention  should  be  the  primary  aim.”  At  this  time 
the  main  cause  of  deafness — or  at  any  rate  the  main  recognised 
cause — appeared  to  be  infection  of  the  middle  ear. 

By  1943  arrangements  had  been  made,  with  the  co-operation  of 
the  E.N.T.  Specialist,  to  provide  necessary  treatment,  including  in- 
patient treatment,  for  children  requiring  this,  and  it  was  hoped  that 
as  a result  much  deafness  would  be  prevented. 

In  accordance  with  the  provision  of  the  1944  Education  Act  the 
Committee  assumed  responsibility  for  the  comprehensive  treatment 
of  all  school  children,  and  plans  were  laid  to  strengthen  various 
services.  Some  of  these,  however,  were  overtaken  when  the  National 
Health  Service  came  into  operation  in  1948,  and  for  the  first  time 
free  family  doctor  and  specialist  services  became  available  to  children 
on  a national  basis. 

Apart  from  the  priority  dental  service,  speech  therapy  and  Child 
Guidance  Centres — all  mentioned  elsewhere — we  are  now  free  from 
our  pre-occupation  with  treatment.  Minor  ailment  clinics  still 
fulfil  a function  in  some  areas,  for  example  Dr.  Solomon  writes: — 
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“ In  most  areas  the  trend  has  been  to  close  down  these  clinics 
now  that  children  can  receive  adequate  treatment  from  the  family 
doctor,  but  although  the  N.H.S.  has  brought  free  medical  treatment 
for  all,  still  some  children  are  seldom  taken  to  the  General  Practit- 
ioner for  minor  ailments.”  Minor  ailments  cause  children  to  miss 
more  schooling  than  do  the  major  diseases.” 


Child  Guidance 

In  1935  Dr.  Cox  had  taken  over  the  work  as  Mental  Deficiency 
Medical  Officer,  and  her  duties  were  increased  considerably  because 
of  the  responsibilities  falling  on  the  Education  Authority  by  virtue 
of  the  Children’s  and  Young  Persons’  Act.  Dr.  Cox  reported  that 
numbers  of  the  juvenile  delinquents,  whilst  not  mentally  deficient, 
nevertheless  had  mental  disorder  and  were  “ abnormally  orientated 
towards  the  community.”  To  deal  with  this  she  suggested  the 
setting  up  of  a County  Child  Guidance  Service  in  which  the  County 
Mental  Specialist,  School  Medical  Officers,  School  Nurses  and 
Trained  Workers  would  “ co-operate  to  improve  the  lot  of  these 
children,  who  are  in  many  ways  more  urgently  in  need  of  treatment 
than  the  more  obvious  physically  defective  child.” 

Progress  was  slow,  however.  It  was  not  until  1938  that 
arrangements  were  made  for  referring  individual  children  to  the 
Child  Guidance  Clinics  at  Exeter  and  Plymouth.  By  1943  the 
first  County  Child  Guidance  Centre  had  been  started  in  Barnstaple, 
using  the  premises  occupied  for  Infant  Welfare  purposes,  and  this 
was  followed  a few  years  later  by  one  in  Torquay  using  rooms  in  the 
basement  of  the  Castle  Road  Clinic,  and  subsequently  by  a further 
centre  in  Exeter.  The  premises  in  which  the  work  was  carried  out 
were  all  most  unsuitable.  Yet  this  rather  skeleton  service  had 
proved  of  such  value  that  it  was  imperative  to  extend  it  and  to  find 
adequate  permanent  homes  for  the  clinics.  The  War-time  hostel 
scheme  for  children  with  difficult  behaviour  had  also  emphasized  the 
need  for  these  to  be  continued  as  a permanent  part  of  the  County 
scheme  for  maladjusted  children. 

The  introduction  of  the  National  Health  Service  caused  an 
unexpected  setback.  The  Psychiatrists  transferred  to  the  newly  set 
up  Regional  Hospital  Board,  but  despite  Ministry  of  Education 
Circular  179,  the  Board  could  not  be  persuaded  to  provide  the 
services  of  a Psychiatrist  for  the  Child  Guidance  Clinics.  In 
desperation  the  County  Council  eventually  appointed  its  own 
Psychiatrist  on  a sessional  basis  to  deal  with  the  more  urgent  cases. 
In  1956  the  additional  appointment  of  a County  Psychiatrist,  to 
devote  half  his  time  to  Child  Guidance  work,  effectively  trebled  the 
amount  of  psychiatric  help,  and  for  the  first  time  waiting  lists  could 
be  reduced  to  a reasonable  proportion. 
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That  year  also  saw  an  important  administrative  change  when, 
following  discussions  with  the  Chief  Education  Officer,  it  was  agreed 
to  merge  the  Child  Guidance  and  School  Psychological  Services. 
The  three  Educational  Psychologists  previously  based  on  the  Educa- 
tion Offices,  and  the  Psychiatrists,  two  Psychiatric  Social  Workers 
and  the  Psychologist  employed  by  the  Health  Committee  who  had 
previously  worked  from  the  Mental  Health  Section,  all  moved  to 
accommodation  in  the  School  Health  Section  of  the  Medical 
Department. 

1956  was  also  notable  in  that  the  School  Health  Committee  gave 
detailed  consideration  to  the  recommendations  of  the  Underwood 
Report  published  at  the  close  of  the  previous  year.  It  was  decided 
to  aim  at  the  provision  within  five  years  of  adequate  premises  and 
two  full  “ teams  ” comprising  a total  of  two  Psychiatrists,  four 
Educational  Psychologists  and  six  Psychiatric  Social  Workers  (all 
equivalent  full-time  in  Child  Guidance  work). 

Unfortunately  Ministry  Circulars  endorsing  these  recommen- 
dations had  not  been  received  by  the  end  of  1958.  Further  progress 
has  been  made  both  with  staff  and  premises.  The  establishment  of 
Educational  Psychologists  (part-time  in  Child  Guidance  work)  and 
Psychiatric  Social  Workers  has  been  increased  to  four  of  each,  and 
in  addition  we  have  our  first  trained  Psychotherapist.  The  East 
Devon  Clinic  moved  to  very  pleasant  accommodation  in  a house  in 
Exeter  taken  over  for  five  years,  and  which  also  houses  the  School 
Psychological  Service,  the  Mental  Health  Section  of  this  department 
and  the  Probation  Service.  A further  move  may  be  necessary  when 
these  other  services  are  based  in  the  new  County  Hall.  At  Barn- 
staple another  “ cottage  ” in  Alexandra  Road  became  surplus  to  the 
needs  of  the  Children’s  Committee,  and  this  was  taken  over  as  a 
Child  Guidance  Clinic.  Following  several  abortive  efforts  in 
Torquay  it  has  now  been  agreed  in  principle  that  temporary  accom- 
modation will  be  erected  in  the  grounds  of  Castle  Road  Clinic. 
Eventually  a new  building  will  be  needed  to  house  all  the  services  at 
present  based  on  Castle  Road. 

With  two  full  teams  and  adequate  accommodation  for  the 
clinics,  the  needs  of  the  more  seriously  disturbed  child  should  be 
met.  The  emphasis  of  Child  Guidance  must  then  increasingly  lay 
on  preventive  efforts,  achieved  indirectly  through  the  Health 
Visitors,  teachers,  family  doctors,  and  School  Medical  Officers  who 
are — without  this  being  fully  realised — already  doing  much  in  this 
direction. 
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F 


THE  SCHOOL  DENTAL  SERVICE 


Mr.  J.  Fletcher,  Principal  School  Dental  Officer,  reports  as 
follows: — 

“ What  is  this  life,  if  full  of  care. 

We  have  no  time  to  stand  and  stare.”  W.  H.  Davies. 

The  fiftieth  year  of  the  School  Health  Service  will  perhaps 
provide  a suitable  opportunity  to  look  back  over  the  beginnings  of 
the  School  Dental  Service;  to  evaluate  what  has  been  accomplished; 
to  assess  where  ground  has  been  gained  and  where  lost;  and  to  look 
into  the  future  albeit  perhaps  with  less  confidnece  than  those  of  us 
who  are  growing  old  in  the  service  would  have  wished. 

The  Past 

Although  1958  may  be  a jubilee  year,  there  were  in  1908  no  real 
local  authority  dental  schemes.  There  were  a few  voluntary  schemes 
for  the  dental  treatment  of  school  children  of  which  perhaps  the 
best  known  was  that  of  Cambridge,  which  was  shortly  afterwards 
taken  over  by  the  Borough  Education  Authority  and  was  for  many 
years  the  type  scheme  of  a successful  school  dental  service.  It  is 
interesting  too  to  note  that  the  then  Princess  of  Wales  enquired 
through  her  physician  whether  the  new  medical  inspection  scheme 
for  school  children  established  under  the  1907  Education  Act 
would  take  action  in  regard  to  their  teeth. 

Torquay  & Barnstaple 

The  earliest  mention  of  dental  schemes  in  Devon  in  the  Annual 
Report  of  the  Chief  Medical  Officer  of  the  Board  of  Education — 
later  to  become  known  as  “ The  Health  of  the  School  Child  ” — • 
appears  in  1910  and  refers  to  Barnstaple  and  Torquay,  both  at  that 
time  Part  III  education  authorities  and  autonomous  for  elementary 
education.  In  Barnstaple  a contribution  was  made  to  the  North 
Devon  Infirmary  to  enable  school  children  to  receive  treatment  from 
the  visiting  dental  surgeon.  Keener  interest  was  aroused  in  Torquay 
by  the  Reports  of  the  first  School  Medical  Officer.  He  found  that 
in  1908  no  less  than  82.2%  of  the  children  had  decayed  teeth  and 
wrote:  “The  task  of  ameliorating  this  condition  of  things  is  an 
urgent  one,  and  we  trust  that  before  another  report  is  presented  to 
you  some  system  will  be  elaborated.”  In  1909  he  was  able  to  write: 
“ This  has  now  taken  definite  form  and  the  local  branch  of  the 
British  Dental  Association  has  agreed  to  make  a preliminary 
inspection  of  all  children  attending  Upton  School,  who  are  six 
years  of  age  and  over.”  This  was  to  allow  an  estimate  to  be  made 
of  the  nature  and  scope  of  treatment  likely  to  be  required  and  the 
approximate  cost  to  be  calculated. 
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In  the  same  Report  he  wrote:  “ Large  numbers  of  children 
suffering  from  decayed  teeth  considerably  increase  the  organic 
pollution  of  the  air  in  the  class-rooms  and  this  helps  to  depress  the 
vitality  of  all  those  in  the  room.”  Still  lingering  were  shades  of  the 
miasmic  theory  of  the  cause  and  spread  of  certain  infectious  diseases! 

In  1910  the  work  of  inspecting  the  teeth  of  children  began. 
The  School  Medical  Officer  of  Torquay  wrote:  “ Many  children 
appear  at  the  medical  inspection  with  anything  but  sanitary  mouths — • 
decayed  teeth,  gum  boils,  abscesses,  loose  teeth  &c.”  In  the  latter 
part  of  1910  the  actual  treatment  scheme  began  and  two  dental 
surgeons  in  Torquay,  Mr.  Turle  and  Mr.  Strangways,  gave  one 
morning  session  a week  each  to  dental  treatment,  the  school  nurse 
being  responsible  for  maintaining  an  adequate  supply  of  patients. 
Extractions  were  not  at  that  time  carried  out  by  the  school  dental 
surgeons,  but  the  school  nurse  endeavoured  to  persuade  the  parents 
of  children  reported  as  being  in  need  of  dental  extractions  to  make 
their  own  arrangements  for  this  to  be  done.  In  the  1912  Report 
reference  was  made  to  the  desirability  of  affording  facilities  for 
extractions  and  the  suggestion  made  that  the  dental  surgeons  should 
allocate  an  extra  fixed  morning  each  month  to  this  work.  The 
extraction  scheme,  contrary  to  expectation,  proved  a great  success 
and  so  the  foundation  for  the  school  dental  service  was  firmly  laid. 
In  1945  when  the  school  dental  service  in  Torquay  was  taken  over 
by  the  County  under  the  Education  Act,  1944,  there  were  two  dental 
clinics  at  Torquay,  one  at  Castle  Road  and  one  at  Barton,  well 
equipped  by  the  standards  of  that  time.  Since  then  a third  dental 
surgery  has  been  added  at  Castle  Road  Central  Clinic  and  now 
approximately  the  time  of  two  whole-time  dental  officers  is  allotted 
to  the  dental  scheme  in  Torquay. 

Rural  Devon 

In  the  West  of  England,  Devon  was  not  the  first  county  to 
inaugurate  a school  dental  service,  for  according  to  the  Reports  of 
the  Chief  Medical  Officer  to  the  Board  of  Education,  Somerset  had 
an  approved  scheme  in  1911  and  Dorset  one  in  1912.  Devon  was 
however  quite  early  in  the  field  and  the  first  school  dental  officer, 
Mr.  J.  M.  Raymont,  was  appointed  in  1914,  and  retired  30  years 
later  in  1944  after  three  decades  of  distinguished  service.  Through- 
out all  but  the  early  part  of  that  period,  when  he  had  the  occasional 
help  of  the  school  nurses,  he  was  assisted  by  the  same  chairside 
assistant,  Mrs.  Wedgery,  who  retired  shortly  after  he  did.  Before 
Mr.  Raymont’s  appointment  there  had  been  certain  tentative  local 
schemes,  which  perhaps  should  be  mentioned.  For  instance  in 
East  Allington  in  1912  the  Lord  of  the  Manor  made  arrangements  for 
the  provision  of  tooth  brushes  and  the  services  of  a dentist  for  the 
children.  In  Totnes  at  the  Church  School,  where  formerly  only  4% 


87 


of  the  children  were  said  to  clean  their  teeth,  the  influence  of  some 
ladies  had  secured  the  use  of  the  tooth  brush  by  75  % of  the  children. 

In  1915  the  dentist’s  work  was  confined  to  the  South-East 
corner  of  the  County  and  the  refusal  rate  was  given  as  29%.  In 
1918  an  expansion  of  the  dental  scheme  was  approved  and  two 
further  dental  officers  were  appointed,  Mr.  Fookes  and  Mr.  Inder, 
resident  in  Plymouth  and  Barnstaple  respectively,  and  so  the  whole 
of  the  county  was  for  the  first  time  covered.  The  debt  owed  to 
these  early  pioneers  of  the  service,  of  whom  Mr.  Inder  is  the  only 
one  still  living,  can  hardly  be  calculated.  My  own  first  appointment 
in  the  industrial  south  of  Yorkshire  was  in  May,  1923.  At  that 
time  there  were  often  50  or  more  applicants  for  each  vacancy 
advertised.  What  a difference  from  the  position  as  it  stands  at 
the  present  time! 

Dental  Caries  in  World  War  1. 

One  interesting  point  which  came  to  light  from  an  examination 
of  the  early  reports  of  the  Board  of  Education  comes  from  the  1919 
report  of  Dr.  J.  Wheatley  of  Shropshire.  I myself  have  frequently 
referred  to  the  marked  drop  in  dental  caries  brought  about  in  the 
World  War  II  by  the  enforced  reduction  in  the  consumption  of 
sweets  and  sugars  and  the  increased  extraction  rate  of  flour.  Others, 
have  mistakenly  1 believe,  attributed  the  improvement  to  the  Welfare 
Foods  provided  for  mothers  and  young  children,  although  no  one 
would  deny  their  value  in  the  formation  of  good  teeth.  Dr. 
Wheatley  writing  just  after  World  War  I reported  a similar  fall  in  the 
number  of  decayed  teeth  in  5-year-olds  from  6.4  in  1910-14  to  1.9 
in  the  early  months  of  1920  with  a corresponding  rise  in  those  with 
caries-free  mouths  from  5%  only  in  1910-14  to  48%  in  1920.  Dr. 
Wheatley  described  the  modifications  in  food  due  to  the  war 
restrictions  and  increased  prices  as:  sugar  rose  from  2|d.  per  lb.  in 
1914  to  6d.  per  lb.  with  a final  rise  to  104d.  per  lb.  Manufacturers 
supplies  were  cut  down  by  50%  for  the  making  of  confectionery, 
sweets  and  jam.  Before  the  war  sugar  consumption  was  98  lbs.  per 
head  per  annum.  Throughout  the  war — ^i.e.,  World  War  I — 
consumption  was  halved.  Bread.  Offal  was  added  to  flour;  the 
extraction  rate  rose  from  68%  to  80%  in  1917.  Milk.  The  rapid 
rise  in  price  brought  about  a diminished  consumption. 

Prevention. 

In  the  early  reports  school  dental  officers  and  school  medical 
officers  looked  forward  to  greatly  improved  dental  caries  rates 
through  treatment  and  propaganda — another  word  which  over  the 
years  has  suffered  a pejorative  change  in  meaning.  Then  there  was 
still  a fixed  belief  in  the  inevitability  of  progress,  but  perhaps  in 
these  days,  when  not  expecting  so  much,  we  may  be  in  danger  of 
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becoming  a little  cynical  in  this  respect.  What  is  so  disappointing 
however  is  that  although  we  can  confidently  say  that  now  as  never 
before  we  have  sufficient  knowledge  of  the  cause  and  prevention  of 
dental  caries  completely  to  alter  the  picture  of  a dental  disease  in  this 
country  the  condition  of  young  peoples’  teeth  is  actually  deteriorating 
and  although  this  could  be  accomplished  in  the  next  ten  years,  the 
auguries  for  such  a success  are  unfortunately  not  too  good.  The 
requirements  are  quite  simple.  To  recapitulate  what  has  been 
written  over  and  over  again  they  comprise:  (a)  the  rectification  of 
the  fluoride  content  of  the  drinking  water  to  ensure  that  it  is  present 
in  not  less  than  one  part  per  million  and  not  more  than  one  and  a 
half  parts  per  million;  this  to  ensure  the  formation  of  strong  and 
decay-resistant  teeth;  (b)  the  avoidance  by  parents  of  the  too  early 
introduction  of  young  children  to  a taste  for  sugary  sweet  foods; 
(c)  the  avoidance  of  sweets  and  sweet  confectionery  between  meals 
and  (d)  tooth  cleaning  by  rinsing  or  brushing  immediately  after 
meals.  It  should  also  be  noted  that  bread  made  from  flours  of  high 
extraction  rate  appears  to  have  a lower  caries  producing  potential 
than  products  made  from  the  more  refined  white  flour. 

It  may  not  be  out  of  place  here  to  dwell  for  a few  moments  on  the 
causes  of  apathy  in  regard  to  preventive  dentistry.  Dental  Officers 
themselves  are  not  altogether  free  from  blame.  From  the  very 
beginnings  of  the  service  there  have  been  too  few  workers  in  the 
fidd.  They  have  been  hard  pressed  by  the  volume  of  remedial 
treatment  confronting  them  and  have  feared  that  dental  health 
teaching  would  bring  in  increasing  numbers  of  patients  to  swell 
even  further  their  over-full  treatment  lists.  The  public  too  have 
been  apathetic  over  the  condition  of  their  teeth  looking  upon  them 
as  nuisances  to  be  rid  of  as  early  as  possible.  The  National  Health 
Service  has  undoubtedly  brought  about  some  improvement  in  this 
respect,  but  the  relative  freedom  of  cost  of  treatment  may  have 
blinded  many  to  the  importance  and  value  of  prevention. 

Of  all  the  preventive  measures  referred  to  above  the  rectification 
of  the  fluoride  content  of  the  drinking  water  would  seem  to  offer 
the  greatest  immediate  benefit  to  all  concerned  as  it  is  known  to 
reduce  the  incidence  of  dental  decay  by  some  60%;  that  is  to  say 
that  where  in  children  12  to  14  years  of  age  the  usual  average  number 
of  decayed  teeth  is  between  6 and  7,  in  fluoride  areas  this  is  reduced  to 
between  2 and  3.  Furthermore  instead  of  there  being  only  6 to  8 
per  cent,  of  the  children  with  caries-free  mouths  this"  figure  in  the 
fluoride  areas  rises  to  30%  or  more.  These  are  impressive  figures 
and  make  one  wonder  why  opposition,  even  though  it  ma"y  be 
inspired  by  a vocal  minority,  continues  unabated  on  such  grounds  as 
the  interference  with  the  liberty  of  the  subject  and  compulsory  mass 
dosing  with  a medicament.  Only  a widespread  and  determined 
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effort  of  dental  health  education  can  hope  successfully  to  overcome 
this  opposition. 


The  Present 

As  regards  the  present,  the  service  in  this  county  still  remains 
understaffed  and  repeated  advertisements  still  fail  to  bring  replace- 
ments to  fill  the  vacancies,  which  throughout  the  year  have  existed 
in  the  Tiverton,  Bideford  (Okehampton/Holsworthy)  area.  In  the 
Tiverton  area  in  1958  it  was  only  possible  to  provide  an  emergency 
treatment  service  on  two  half  days  weekly.  In  one  of  the  Bideford 
areas  i.e.,  that  comprising  the  bulk  of  the  certain  rural  districts  of 
Holsworthy,  Okehampton  and  Broadwoodwidger  even  this  was 
impossible  owing  to  the  lack  of  clinics  in  which  this  service  could  be 
provided.  In  those  areas  which  have  been  continuously  manned 
over  a number  of  years  it  has  been  possible  to  complete  the  circuit 
of  the  areas  in  a little  over  12  months.  This  applies  in  the  Crediton, 
Exeter,  Exmouth  and  old  Bideford  areas,  other  areas  are  being 
covered  in  around  18  months,  but  in  those  where  there  has  been  a 
break  in  continuity  and  backlog  of  treatment  which  has  been  piled 
up  has  made  the  circuit  much  longer,  producing  a vicious  circle 
through  which  it  is  often  difficult  to  break. 


Dental  Treatment 

An  analysis  of  the  figures  for  treatment  per  100  children  which 
has  been  given  over  a number  of  years  shows  that  for  the  first  time 
since  1950  there  has  been  a halt  in  the  upward  trend  of  treatment 
given  per  child.  It  would  perhaps  be  unwise  to  attribute  too  much 
significance  to  this  welcome  check,  but  it  does  tend  to  confirm  my 
own  observation  that  the  upward  trend  may  have  halted.  In  my 
own  area  there  certainly  has  been  an  improvement  in  oral  hygiene, 
perhaps  due  to  one’s  own  efforts,  but  certainly  reinforced  by  the 
co-operation  of  the  teachers,  in  talking  to  and  showing  dental  films 
to  the  children.  This  is  now  happily  so  much  easier  with  the  help 
of  the  health  department’s  own  film  projector  and  two  short  dental 
films  “ No  toothache  for  Eskimos  ” and  “ No  toothache  for  Noddy.” 
Both  are  colour  films  and  very  popular  with  the  children. 


Orthodontic  Treatment. 

Throughout  the  year  Mr.  A.  S.  Peacock  and  Mr.  P.  F.  G. 
Whitfield  have  shared  the  advanced  orthodontic  work.  Mr. 
Whitfield’s  resignation  was  pending  at  the  end  of  the  year  and  in 
1959  Mr.  A.  S.  Peacock  will  become  to  all  intents  and  purposes 
whole-time  County  Orthodontic  Specialist  Officer.  Statistical 
details  of  this  work  appear  in  Table  X on  Page  124. 
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The  Future 

The  McNair  Committee  on  Recruitment  to  the  Dental  Pro- 
fession (1957)  foresaw  a serious  decline  in  the  number  of  dentists  on 
the  Register  from  1958  onwards  and  indeed  the  decline  although 
small,  has  already  shown  itself  in  the  1959  Dentists’  Register.  It  is 
highly  improbable  therefore  that  we  can  look  forward  to  any  great 
expansion  in  the  number  of  dentists  in  the  school  service.  What 
then  are  the  needs?  Firstly,  intensified  dental  health  education; 
secondly,  an  effort  to  make  the  service  as  attractive  as  possible  to 
potential  entrants;  and  thirdly,  the  provision  of  up-to-date  equipment 
to  maintain  and  increase  speed  of  output. 

Dental  Health  Education.  As  stated  earlier  in  this  report 
dental  officers  are  best  engaged  in  remedial  treatment,  to  which  end 
their  hospital  training  has  been  directed.  There  is  however  a class 
of  ancillary  dental  worker,  whose  training  enables  them  to  scale  and 
polish  teeth  and  conduct  vigorous  oral  hygiene  campaigns.  I 
therefore  recommend  that  provision  be  made  in  the  establishment 
and  estimates  for  1960-61  for  the  appointment  of  one  oral  hygienist 
who  at  the  outset  would  concentrate  her  efforts  in  the  Exeter  and 
Newton  Abbot— Torbay  area  where  there  would  be  ample  work  for 
her  to  undertake. 

The  School  Dental  Service  as  a Career.  The  School  Dental 
Service  offers  few  prospects  of  promotion  as  compared  with  that 
prevailing  in  the  Medical  Services,  and  those  which  do  exist  are 
largely  in  the  field  of  administration.  In  consequence  an  attempt 
has  been  made  in  the  Dental  Whitley  Council  to  provide  a career 
salary  scale  in  itself.  This  has  not  been  altogether  successful  in 
attracting  new  entrants  and  what  would  seem  to  be  required  is  that 
there  should  be  some  mainly  clinical  senior  appointments  such  as  are 
described  in  the  L.A’s  Memorandum  of  Evidence  to  the  Royal 
Commission  on  Doctors’  and  Dentists’  Remuneration.  The  scale 
for  Area  Dental  Officers  which  is  intermediate  between  that  of 
Assistant  Dental  Officers  and  Principal  Dental  Officers  provides  such 
an  opportunity.  It  should  be  looked  upon  not  as  an  extension  of 
divisional  administration  but  a post  whereby  in  multiple  chair 
clinics  and  areas  such  as  Torbay  and  Bideford— Barnstaple — ■Ilfra- 
combe, where  a number  of  dental  clinics  are  closely  linked,  one 
officer  would  be  in  a position  to  advise  his  colleagues  on  clinical 
matters  and  arrange  such  day-to-day  matters  as  general  anaesthetic 
sessions,  &c. 

Equipment 

The  latest  major  development  in  dental  equipment  is  in  the 
production  of  very  high  speed  air-turbine  drills  working  with 
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diamond  or  tungsten-carbide  cutting  instruments.  It  is  now  amply 
proved  that  the  lack  of  vibration  and  elimination  of  pressure  with 
these  new  machines,  cuts  out  much  of  the  unpleasant  sensation 
associated  with  the  older  electric  and  more  slowly  revolving  burs, 
besides  being  much  more  rapid  in  action.  The  development  of 
these  air-turbines  has  been  closely  watched  and  it  is  now  clear  that 
in  price  and  design  some  finality  is  now  being  reached.  I feel  that 
I can  now  recommend  the  purchase  of  these  new  adjuncts  to  more 
rapid  and  painless  dentistry  for  at  least  one,  if  not  two,  of  our  clinics 
and  I would  select  the  Castle  Road,  Torquay,  and  Newton  Abbot 
for  this  purpose. 

Co-operation 

It  remains  again  for  me  to  express  on  behalf  of  my  own 
colleagues  our  thanks  to  our  colleagues  in  the  teaching  profession 
with  whom  relations  remain  so  cordial  and  whose  co-operation  is  so 
essential  to  the  success  of  our  work.  A word  of  thanks  must  also 
be  given  to  the  Engineer  in  charge  of  the  County’s  Central  Repair 
Depot  for  the  work  in  connection  with  the  movements  of  the  Mobile 
Clinics  and  last,  but  not  least,  to  the  dental  attendants  whose  work 
at  the  chairside  so  lightens  the  Dental  Officers’  labours. 


SPECIAL  EDUCATIONAL  TREATMENT  OF 
HANDICAPPED  PUPILS 

In  the  first  Annual  Report  reference  was  made  to  the  fact  that 
thirteen  blind  and  twelve  deaf  children  had  been  sent  to  special 
schools.  It  is  also  clear  that  there  were  numbers  of  mentally 
defective  children  in  the  schools.  There  is  a note  in  1910  that  “ one 
at  Bridestow  was  very  mischievous  and  so  disturbing  to  the  others 
that  he  was  excluded  from  school.”  Most,  then  as  now,  were  of 
the  mongol  type,  aptly  described  as  “ quiet  and  amenable,  and 
giving  little  trouble.”  It  is  doubtful,  however,  whether  they 
benefitted  greatly  from  attendance,  and  mention  is  made  of  the  need 
for  special  provision. 

Reference  was  also  made  early  on  to  the  need  for  a sanatorium 
school  to  be  attached  to  Hawkmoor,  and  also  a separate  residential 
open-air  school  for  those  children,  estimated  to  be  about  500,  who 
were  not  suffering  from  tuberculosis  but  might  well  develop  it  unless 
they  had  a period  of  building  up  in  good  surroundings  with  an 
adequate  diet  and  rest. 
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Blind  and  Partially  Sighted. 

Blind,  and  those  partially  sighted  children  who  cannot  satis- 
factorily be  educated  in  ordinary  school,  have  always  been  sent  to 
independent  special  schools — ^the  majority  today  to  the  West  of 
England  School  for  the  Partially  Sighted. 

Thanks  to  the  first  class  vision  testing  arrangements,  it  is 
unlikely  that  any  child  requiring  special  teaching  has  been  deprived 
of  it. 


Deaf  and  Partially  Hearing. 

This,  unfortunately,  is  not  true  of  children  with  hearing  defects. 
Until  1921  the  Education  Committee  were  only  responsible  for  the 
special  education  of  blind  children  after  the  age  of  five,  and  for  deaf 
not  until  the  age  of  seven.  These  children  were  mainly  notified  to 
the  School  Medical  Department  by  the  School  Attendance  Officers, 
although  some  were  subsequently  picked  up  at  medical  inspections, 
thus  even  totally  deaf  children  were  deprived  of  special  help  during 
what  are  now  realised  to  be  the  most  vital  early  years. 

Without  the  special  tests  already  described,  children  with  only 
partial  hearing  loss  may  easily  be  missed  by  parent,  teacher  and 
doctor  alike — indeed  it  has  become  only  too  clear  that  we  have  in 
our  schools  today  numbers  of  children  gaining  only  little  benefit 
from  their  education  because  of  their  unsuspected  handicap. 

It  is  hoped  to  set  up  special  assessment  clinics  so  that  the  needs 
of  each  child  — both  medical  and  educational — can  be  carefully 
weighed  up.  Some  will  be  so  deaf  as  to  require  a special  school,  and 
excellent  provision  for  these  is  available  at  the  Royal  West  of  England 
School  for  the  Deaf  in  Exeter. 

On  the  other  hand  many  can,  following  appropriate  treatment 
or  provision  of  hearing  aids,  manage  quite  satisfactorily  in  ordinary 
schools,  preferably  with  occasional  supervision  to  check  that  progress 
is  being  maintained.  There  remain  a number  of  children  who 
could  not  manage  at  ordinary  school  without  special  help,  but  who 
have  a useful  amount  of  hearing  and  who  would  thus  not  be  ideally 
placed  in  isolation  with  totally  deaf  children.  There  are  no  schools 
for  partially  hearing  children  in  the  South-West,  and  in  any  case  one 
is  loth  to  recommend  residential  placement  unless  absolutely 
necessary. 

The  answer  was  found  by  the  Committee’s  decision  this  year  to 
appoint  a peripatetic  teacher  of  the  deaf,  to  give  these  children  (or 
the  parents  in  the  case  of  the  very  young)  appropriate  instruction, 
and  to  visit  their  schools  to  advise  the  teachers  on  their  special 
problems.  If  the  scheme  proves  successful  there  is  no  doubt  that 
one  or  more  additional  peripatetic  teachers  will  soon  be  needed. 
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Delicate  and  Physically  Handicapped. 

An  “ open-air  school  ” had  been  opened  at  Torrington  in  1919 
with  the  help  of  the  British  Red  Cross  Society.  The  object  was  to 
take  delicate  children  who  might  later  develop  tuberculosis,  but  those 
known,  or  suspected  to  be  suffering  from  the  disease  were  not 
admitted.  The  average  stay  of  the  children  was  about  ten  months, 
at  the  end  of  which  time  there  was  a dramatic  improvement  in  their 
general  well-being,  and  it  was  noted  that  many  were  distressed  when 
they  had  to  leave  the  pleasant  surrounding,  the  good  food  and  the 
well-ordered  life  there. 

In  early  1942  Sydney  House,  Torrington,  was  destroyed  by  fire, 
but  later  that  year  the  Public  Health  Committee  made  arrangements 
to  take  over  Oaklands  Park,  near  Dawlish.  Whilst  Oaklands,  like 
Sydney  House,  was  not  strictly  a residential  open-air  school,  some 
teaching  facilities  were  provided,  and  it  served  the  same  purpose  as 
a short-stay  special  school.  There  were  long  waiting  lists  for 
admission  to  Oaklands  for  many  years,  but  the  children’s  health  has 
improved  to  such  an  extent  in  recent  years  that  there  are  now  usually 
vacancies. 

A day  open-air  school  had  been  started  by  the  Torquay 
Authority  in  1920  in  what  had  been  previously  a large  private 
residence  together  with  four  wooden  huts  in  the  grounds.  These 
eventually  became  unsuitable  for  their  purpose,  and  before  the 
Second  World  War  the  Torquay  Corporation  had  secured  a site  for 
a new  school  in  the  Watcombe  district.  The  County  Council,  to 
whom  the  1944  Education  Act  transferred  responsibilities,  placed 
the  new  school  on  its  priority  list,  and  the  new  buildings  were  opened 
in  1955  by  Col.  Rowland  Ward.  The  relative  proportion  of 
physically  handicapped  as  opposed  to  delicate  children,  has  increased 
and  a trained  physiotherapist  has  been  added  to  the  staff. 

Provision  at  Steps  Cross  for  handicapped  children  living  in  the 
Torbay  area  highlighted  the  needs  of  those  living  elsewhere  in  the 
County,  for  whom  provision  can  only  be  made  in  residential  schools 
far  from  Devon.  Following  the  1944  Act,  conferences  were  held 
with  officers  of  adjacent  Authorities  to  consider  a joint  scheme  for 
the  provision  of  residential  schools  for  certain  categories  of  handi- 
capped pupils.  It  was  thought  that  a joint  school  for  physically 
handicapped  and  delicate  pupils  was  desirable,  and  such  a school  was 
eventually  included  in  the  Committee’s  development  programme. 
By  1956  further  discussions  suggested  that  neighbouring  authorities 
had  less  need  of  places,  and  it  seemed  probable  that  we  could 
place  most  Devon  children  awaiting  places  at  residential  schools  at 
Steps  Cross  if  residential  accommodation  were  available.  In  1957 
the  Committee  decided  in  principle  to  build  a new  hostel  adjacent 
to  the  school,  and  to  build  a new  physiotherapy  room  in  the  school 
itself. 
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Educationally  Sub-Normal 

The  Mental  Deficiency  Act  of  1913,  gave  the  Education 
Authority  certain  duties  in  the  way  of  ascertaining  those  children 
aged  between  7 and  16  who  were  what  were  then  termed  “ mental 
defectives  ” and  providing  classes  in  day  schools  for  the  educationally 
dull  and  backward  children,  as  well  as  “ suitably  graded  residential 
schools  ” for  the  more  defective.  Those  incapable  of  benefiting 
from  teaching  were  notified  to  the  Mental  Deficiency  Committee. 

The  duty  of  examining  “ supposed  mentally  defective  children 
of  school  age  ” made  it  desirable  to  have  a doctor  with  special 
knowledge  of  mental  diseases  to  advise  the  Committee  on  these 
problems.  The  work  of  the  Medical  Officer  for  Mental  Defectives 
emphasised  the  need  for  the  provision  of  more  special  schools  or 
special  classes  for  those  of  mental  dullness  and  also  special  classes 
for  those  pupils  who  had  simply  fallen  behind  in  their  work  owing  to 
frequent  absence  or  because  they  were  working  out  of  school  hours. 
She  stressed  the  long  waiting  list  for  admission  of  defective  children 
to  the  special  school  at  Starcross  and  that  even  when  places  were 
available  parents  were  reluctant  to  accept  on  account  of  the  close 
association  of  the  school  with  the  Institution.  Again  and  again 
the  urgency  of  the  problem  was  stressed,  yet  by  1931  no  progress 
had  been  made  with  provision  for  these  children.  Waiting  lists  were 
still  long,  and  by  the  time  the  vacancies  had  been  obtained  parents 
had  often  changed  their  minds  about  admission,  and  in  many  cases 
too  by  this  time  the  child  had  deteriorated  and  could  no  longer 
really  benefit. 

Alternatives  to  institutionalising  children  were  considered  in 
conjunction  with  the  Secretary  for  Education  and  two  special  classes 
for  retarded  children  were  organised  at  Dartmouth  and  Plympton. 
By  1938  there  was  an  organising  teacher  of  retarded  children. 
Further  special  classes  were  set  up,  and  discussions  took  place 
between  Directors  of  Education,  Teachers  and  Medical  Ofticers 
concerning  the  whole  question  of  the  education  and  notification  of 
defective  and  retarded  children. 

In  1942  reference  was  made  yet  again  to  the  very  unsatisfactory 
position  as  regards  “ mentally  defective  children  capable  of  benefiting 
from  education  in  a special  school.”  There  was  a long  waiting  list 
of  children,  but  little  prospect  of  the  Courtenay  Special  School  being 
able  to  take  more  than  a fraction  of  them,  and  this  despite  the  fact 
that  its  association  with  the  Royal  Western  Counties  Institution  for 
Mental  Defectives  made  it  harder  to  obtain  parental  consent  for 
admission.  There  was  an  obvious  need  for  further  special  school 
accommodation  away  from  any  Institution  maintained  under  the 
Mental  Deficiency  Acts. 

The  1944  Education  Act  provided  a much  needed  stimulus. 
The  “ educable  mental  defectives  ” were  more  appropriately 
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termed  “ educationally  sub-normal  ” and  became  one  of  several 
categories  of  handicapped  pupils  for  whom  special  provision  was  to 
be  made.  Withycombe  House  School  was  taken  over  by  the 
Education  Committee  on  behalf  of  Devon  and  neighbouring 
authorities,  and  Bradfield  House  opened  as  a residential  E.S.N. 
school  for  Devon  boys. 

Despite  this  increased  provision  there  were  still  long  waiting 
list  for  the  accommodation  of  educationally  sub-normal  pupils,  and 
by  1953  it  was  noted  with  satisfaction  that  “ thanks  to  the  generosity 
of  Lord  Roborough,  a further  special  school  is  to  be  opened  at 
Maristow  House.”  Maristow  was  opened  by  the  Minister  of 
Education  in  1955,  and  in  the  same  year  Withycombe  was  extended. 
Previously  the  School  Medical  Officers  had  felt  it  futile  to  recommend 
children  for  whom  no  places  were  available.  Now  that  these 
excellent  schools  are  working,  more  recommendations  were  made 
and  the  waiting  lists  were  as  long  as  ever,  although  the  position  was 
eased  somewhat  since  a proportion  of  parents  would  not  agree  to 
their  children  being  ” put  away.” 

A certain  amount  of  residential  accommodation  will  always  be 
necessary  in  a rural  area  such  as  Devon,  but  considerable  numbers 
could  and  should  be  given  education  in  day  special  schools.  It  is 
pleasant  to  record  that  the  Committee  has  decided  in  principle  to 
provide  day  schools  in  the  more  populous  areas,  and  that  special 
classes  in  Torquay  and  Barnstaple  have  been  set  up  as  a nucleus 
of  such  schools.  We  look  forward  to  the  establishment  of  the 
special  day  schools  very  shortly. 


THE  SCHOOLS 

In  1908,  apart  from  a few  more  modern  schools  in  urban  areas, 
most  were  small  scattered  village  schools  taking  fewer  than  one 
hundred  pupils.  Many  had  been  built  in  the  days  when  preventive 
medicine  and  the  importance  of  sanitary  surroundings  on  the  health 
of  the  children  were  little  understood,  and  it  was  not  surprising  that 
Dr.  Adkins  found  them  a cause  of  much  concern. 

Heating  was  poor  and  “ the  temperature  in  winter  such  that  it  is 
impossible  for  the  children  at  times  to  do  any  work,  on  account  of 
the  extreme  cold.”  In  1913  one  Medical  Inspector  found  that  in 
one  school  even  the  ink  had  frozen ! Heating  was  often  obtained  via 
wha^  were  described  as  “ objectionable  tortoise  stoves,  deriving  their 
air,  for  combustion,  from  the  interior  of  the  rooms,  and  liable  at 
times  to  produce  poisonous  gasses ” 

Ventilation  on  the  whole  was  better  attended  to,  although  in  the 
absence  of  hopper  windows  this  was  sometimes  only  at  the  price  of 
very  draughty  conditions.  In  1913  Dr.  Adkins  referred  to  the  need 
for  more  interest  in  the  ventilation  of  schools,  and  to  plan  new 
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buildings  so  that  the  whole  of  one  side  could  be  opened  to  the  air 
whenever  conditions  permitted,  “ thus  resulting  in  an  improvement 
in  the  general  growth  and  vigour  of  the  children  and  freedom  from 
colds,  sore  throats  and  chest  troubles.”  He  stressed  that  where 
money  was  not  unlimited  it  was  much  more  sensible  to  spend  a little 
on  the  ” maintenance  of  air  purity  in  the  public  elementary  schools  ” 
than  a lot  more  on  sanatoria  for  the  treatment  of  those  suffering 
from  chest  diseases  (and  financial  restrictions  were  evident  even  from 
the  earliest  days,  reference  being  made  to  the  ” rapidly  increasing 
rates  ”). 

Natural  lighting  in  many  rural  schools  was  poor  ” on  account 
of  the  position  of  the  windows  and  their  formation  in  regard  to  the 
thickness  of  the  mullions,”  and  it  was  suggested  that  “ all  diamond 
leaded  glass,  as  well  as  whitened  and  frosted  panes,  should  be 
removed.”  Poor  lighting,  as  well  as  unsatisfactory  desks,  were 
thought  to  contribute  to  many  cases  of  defective  vision,  and  more 
than  one  Annual  Report  stressed  the  futility  of  concentrating  on  the 
provision  of  spectacles  when  the  need  for  these  could  often  be 
prevented  by  some  expenditure  on  adequate  lighting. 

In  the  early  Annual  Reports  there  was  also  much  criticism  of 
desks,  which  were  apparently  of  the  ” long  ” type.  Not  only  were 
these  considered  bad  for  the  children’s  vision,  but  many  postural 
defects  were  attributed  to  them.  Dual  desks  were  gradually 
introduced  in  place  of  the  previous  long  desks  “ which  Managers 
still  desire  to  retain  on  account  of  their  usefulness  when  schools  are 
used  for  other  purposes.”  The  advantages  of  the  dual  desks 
included  the  provision  of  a separate  locker  so  that  the  children  could 
retain  their  own  books,  pencils,  etc.  This  was  important,  since, 
although  slates  were  on  the  way  out,  pens  and  pencils  were  used 
communally  and  were  felt  to  be  a potential  risk  of  infection.  Even 
these  desks  were  not  free  from  criticism,  since  the  linkage  of  seat  and 
desk,  sometimes  too  far  apart,  meant  that  some  children  lent  forward 
in  a very  bad  postural  position  in  order  to  undertake  their  work. 

The  Medical  Inspectors  were  very  forthright  in  their  comments 
about  the  conditions  in  many  of  the  schools.  Time  and  time  again 
one  reads  of  the  lack  of  water,  soap,  and  towels  and  of  toilet  paper 
for  the  children’s  use. 

School  cleaning  came  in  for  much  criticism  from  Dr.  Adkins, 
since  in  many  schools  the  floors  were  washed  but  once  a term,  and 
the  dry  sweeping  of  floors  covered  with  mud  brought  in  from  lanes 
and  playground  simply  raised  dust  to  settle  again.  One  reads  that 
the  cleaners  wages  were  £6  per  annum.  Not  surprisingly  the  cleaners 
left  if  the  quality  of  their  work  was  criticised  in  any  way,  and  as  it 
was  not  easy  to  fill  the  posts  at  this  rate  of  pay  no-one  dared  to 
criticise.  Some  years  later  there  was  an  interesting  suggestion  that 
the  school  floors  should  be  oiled  to  lessen  the  amount  of  dust  rising 
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when  the  classrooms  were  swept,  although  it  was  noted  that  where 
this  was  applied  too  thickly  the  floors  became  extremely  dirty. 

Cloakrooms  were  noted  to  be  absent  in  many  schools,  particu- 
larly in  the  rural  areas  where  the  porch  had  to  serve,  and  where,  of 
course,  there  were  no  facilities  to  keep  clothes  separated  or  to  dry 
them.  Once  again  the  Committee  were  enjoined  to  “ endeavour  to 
arrange  for  preventive  rather  than  curative  measures.”  It  was 
better  to  spend  money  on  adequate  cloakroom  and  clothes  drying 
facilities  than  on  the  treatment  of  colds  and  bronchitis! 

Water  was  obtained  from  public  supplies  where  available,  but 
many  schools  relied  on  their  own  wells,  and  a few  had  no  supply 
whatever. 

Sanitary  accommodation  was  far  from  adequate.  In  the  urban 
areas  a start  had  been  made  on  the  provision  of  separate  trapped 
W.Cs.,  which  were  commended  both  from  sanitary  aspects  and 
because  they  afforded  “ a good  object  lesson  for  the  hygienic 
surroundings  of  home  life.”  In  the  small  rural  schools  an  improve- 
ment was  being  made  by  the  substitution  of  earth  closets  “ to 
replace  the  objectionable  and  dangerous  midden  cesspits.”  Even 
disposal  of  the  contents  of  buckets  could  present  unexpected 
difficulties.  A story  is  told  of  how  a village  dispute  affected  one 
Church  School  in  Devon  to  such  an  extent  that  it  became  necessary 
for  the  committee  to  employ  a man  from  a town  eight  miles  away  in 
order  to  empty  the  buckets  at  the  school. 

Conditions  in  many  schools  remained  unsuitable  for  many 
years,  and  it  is  only  with  the  increasing  activities  of  water  boards  that 
flush  sanitation  has  become  possible  for  many  village  schools.  Even 
so  there  are  examples  of  out-dated  facilities  such  as  trough  closets 
condemned  in  the  1933  report:  this  year  Dr.  Walker  mentions  that 
although  Sparkwell  School  has  been  redecorated  “ it  still  retains  its 
sanitary  accommodation,  which  I have  no  doubt  would  have  been  a 
source  of  pride  to  Sir  Francis  Drake  but  which  is  a disgrace  in  a 
school  today.”  (These  closets  are  being  replaced  next  year).  In 
addition  there  were,  at  the  end  of  1958,  17  schools  still  using  pail 
closets:  5 of  these  were  due  for  early  closure,  whilst  4 will  be  put  on 
flush  systems  next  year. 

Dr.  Adkins  commented  repeatedly  on  the  unsatisfactory  con- 
ditions of  many  of  the  schools  in  the  County  and  eventually  said 
that  “ although  he  had  criticised  conditions  annually  for  the  past 
fourteen  years,  in  the  majority  of  these  cases  the  condition  remains 
as  heretofore.”  He  again  stressed  that  prevention  was  cheaper  as 
well  as  better  than  cure,  and  “ it  is  quite  time  that  some  strong  policy 
was  adopted  to  remove  the  causes  and  thus  release  the  nation  from 
the  expensive  burden  of  maintaining  cripples  and  spending  huge  sums 
of  money  in  attempts  to  cure  the  results  of  preventable  disease.” 

Much  has  been  done  to  provide  modern  new  school  buildings 


in  recent  years,  but  as  Dr.  Walker  comments:  “ when  one  sees  a 
beautiful  school,  one  can’t  help  hoping  that  perhaps  soon  it  may  be 
possible  to  spend  a little  money  on  some  of  the  older  schools  to 
brighten  them  up  and  provide  some  of  the  amenities  which  they  lack.” 

NUTRITION  AND  SCHOOL  MEALS. 

Particularly  in  view  of  evidence  of  under-nourishment  in  many 
children,  it  was  unfortunate  that  many  lived  at  such  distance  from 
school  that  they  had  to  take  their  mid-day  meal  with  them.  As  was 
commented,  ” the  contents  of  these  meals  are  very  often  of  a 
doubtful  nature  as  regards  their  supplying  the  necessary  material  for 
the  growth  and  well-being  of  the  children.”  One  of  the  School 
Medical  Inspectors  said  “ I have  observed  that  the  mid-day  meal  of 
the  children  in  the  country,  who  remain  at  school  for  the  dinner 
hour,  is  mostly  a pasty  or  portion  of  a currant  loaf,  and  mostly  of  a 
starchy  nature.  It  is  noticeable,  also,  that  they  frequently  have  very 
bad  teeth,  and  therefore  faulty  assimilation  of  food.  The  main 
food  in  consequence  given  them  is  generally  of  a soft  starchy  nature, 
which  still  further  impairs  the  teeth.”  One  Inspector  said  that  the 
provision  of  school  meals  would  serve  not  only  to  meet  the  children’s 
malnutrition,  but  an  opportunity  of  teaching  the  children  ” ordinary 
table  manners  and  common  decencies  of  civil  life,  all  of  which  are 
additional  factors  most  essential  in  formation  of  good  character  and 
ultimately  good  citizens.” 

The  importance  of  proper  school  meals  was  stressed  again  and 
again  and  efforts  were  made  to  induce  Women’s  Institutes  to 
provide  meals  in  the  local  Institute  or  Village  Hall,  or  alternatively 
for  cottagers  living  near  the  school  to  do  so.  Canteens  providing 
school  meals  were  gradually  opened.  Although  the  charge  for  this 
meal  was  only  3d.  it  was  soon  suggested  both  that  a larger  amount 
of  meat  might  be  supplied,  and  that  the  price  should  be  reduced  so 
as  to  increase  the  number  of  children  taking  the  hot  dinner. 

Efforts  were  also  made  to  provide  milk  during  the  mid-morning 
and  mid-afternoon  breaks  and  the  Milk-in-Schools  Scheme,  which 
came  into  force  in  1934,  made  it  possible  for  children  to  have  y pint 
of  “ Grade  A ” milk  in  a sealed  bottle  for  yd.  There  was  a three- 
fold increase  in  the  number  of  children  taking  it,  eneouraged  by 
“ the  hearty  co-operation  of  the  teachers,  who  have  realised  the 
importance  of  milk  in  the  diet  of  growing  children.”  It  was  not 
found  possible  afthat  time  to  insist  on  provisions  which  would  have 
obviated  the  risk  of  consumption  of  tuberculous  milk  without 
making  the  scheme  completely  impracticable,  and  Dr.  Meredith 
Davies  thought  that  ihe  “ obvious  advantages  of  an  increased 
consumption  of  milk  for  the  majority  of  the  school  population 
probably  justified  incurring  this  risk  for  the  few,  but  clinical  in- 
spections of  the  herds  supplying  the  milk  were  to  be  undertaken.” 
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In  1938  the  Committee  were  somewhat  troubled  by  the  numbers 
of  children  receiving  free  milk  and  cheap  dinners.  In  the  latter  half 
of  the  year,  it  having  been  reported  that  the  estimates  for  extra 
nourishment  were  likely  to  be  exceeded,  the  Committee  decided  to 
restrict  these  issues  to  children  who  had  been  found  to  be  suffering 
from  malnutrition  by  the  School  Medical  Inspectors — one  of  the  few 
retrograde  steps  taken  during  this  50  years. 

Today,  with  school  milk  and  dinners  available  for  all,  and  such 
vastly  improved  socio-economic  conditions,  there  is  little  or  no 
malnutrition.  Dr.  Green,  however,  is  still  worried  by  the  small 
amounts  eaten  by  some  children  before  they  come  to  school.  She 
refers  to  “ the  difficulty  of  making  parents  aware  of  the  connection 
between  physique  and  feeding,  particularly  breakfast.  I am  shocked 
at  the  small  number  of  children  who  enjoy  a good  cooked  breakfast, 
and  the  indignation  of  nearly  all  parents  to  whom  it  is  suggested  that 
a good  breakfast  instead  of  solely  cornflakes,  “ bread  sop,”  etc., 
would  improve  stature,  physique  and  general  alertness  for  lessons.” 


MEDICAL  EXAMINATION  OF  TEACHERS 

One  of  the  duties  of  the  first  Medical  Inspectors  was  the 
examination  of  student  teachers.  An  entry  in  a school  log  book  of 
1913  ” Dr.  Adkins  came  to  examine  Miss  B — , Infant  Teacher,  and 
to  test  her  hearing  ” shows  that  teachers  were  examined  for  special 
reasons,  and  in  1920  reference  was  made  to  the  possibility  of  tuber- 
culous infection  being  passed  from  teachers  to  the  children.  The 
Committee  decided  that  if  a School  Medical  Inspector  had  any 
reason  to  suspect  tuberculosis  in  a teacher  he  should  arrange  a 
medical  examination  and  if  necessary  refer  the  case  to  the  T.B. 
Officer  of  the  area.  If  there  was  felt  to  be  risk  of  spreading  the 
infection,  steps  (not  specified)  would  “ at  once  be  taken  to  prevent  the 
risk  of  infection  to  the  children.” 

We  now  know  that  the  only  way  of  detecting  tuberculosis  in  its 
early  phases,  and  before  it  becomes  too  infectious,  is  by  chest  X-ray. 
A step  in  the  right  direction  was  taken  when  the  Ministry  decided  to 
insist  on  an  X-ray  as  part  of  the  medical  examination  of  all  those 
newly  entering  the  profession.  This  year,  after  consultation  with 
the  teachers’  representatives,  I am  delighted  to  record  that  the 
Education  Committee  resolved  that  all  teachers  coming  to  Devon 
will  be  required  to  have  an  X-ray  on  appointment  and  annually 
thereafter.  This  provision  will  also  apply  to  other  school  staff 
coming  in  contact  with  children,  as  well  as  to  professional  staff 
employed  by  the  Health  and  Children’s  Committees. 
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HEALTH  EDUCATION 

The  Interdepartmental  Committee,  whose  recommendations 
had  led,  amongst  other  things,  to  the  setting  up  of  a School  Medical 
Service,  had  been  emphatic  that  the  emphasis  should  be  on  preven- 
tion and  that  much  could  be  achieved  by  teaching  the  children  what 
was  described  as  “ hygiene  and  temperance.”  The  Annual  Report 
for  1911  records  that  the  Medical  Inspectors’  duties  included  giving 
talks  to  the  children  on  general  hygiene  and  “ lantern  lectures  on 
tuberculosis  to  parents  and  older  children  in  the  schools.”  The 
series  of  lantern  lectures  given  by  the  Medical  Inspectors  were 
attended  by  about  5,000  people  in  one  year,  and  the  County  Council 
authorised  the  expenditure  of  £20  on  literature,  including  leaflets,  for 
circulation  at  these  lectures  and  also  to  the  children  through  the 
schools.  In  1913,  however,  the  duties  of  the  Inspectors  were 
further  increased,  and  their  work  in  connection  with  lectures  on 
tuberculosis  was  transferred  to  newly  appointed  tuberculosis 
officers 


The  Exbourne  V.P.  School  was  typical  of  those  taking  an  active 
interest  in  the  teaching  of  hygiene,  as  the  following  extracts  from 
the  log  records: — 

20th  July,  1923  The  School  Medical  Officer  will  give  a 

lecture  on  ” Prevention  of  Disease  ” in, the 
school  room  at  4 p.m.  on  Tuesday,  24th 
instant. 


15th  October,  1926  Received  illustrated  posters  for  use  in 

Health  Week. 

12th  October,  1928  Health  Week.  Some  lessons  have  been 

given  on  health  subjects. 

1 1th  November,  1928  Miss  B — , teacher  of  hygiene,  visited  the 

school  and  gave  a demonstration  lesson. 

It  was  recognised  that  the  older  girls  were  the  mothers  of 
tomorrow,  and  that  there  was  a real  need  to  teach  mothercraft  to 
Secondary  and  the  older  Elementary  school  girls.  Steps  were  being 
taken  in  this  direction  in  conjunction  with  the  Child  Welfare  Centres 
being  set  up  in  various  parts  of  the  County.  Amongst  the  dis- 
advantages of  giving  health  teaching  in  school,  however,  was  the 
relatively  low  age  of  the  girls  (12—14  years)  and  the  fact  that  there 
was  a comparatively  long  period  between  the  giving  of  mothercraft 
instruction  before  leaving  school  and  marriage. 

A considerable  amount  of  health  teaching  is  given  in  most 
schools  today,  either  incidentally  as  part  of  other  lessons  or  in 
special  hygiene  courses.  Health  problems  however  have  altered 
entirely  during  the  past  50  years,  and  I wonder  whether  the  content 
of  these  hygiene  lessons  has  altered  to  keep  pace  with  the  changing 
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problems.  Is  it  really  necessary  from  a health  point  of  view  to  teach 
the  detailed  structure  of  the  tooth  and  the  names  of  blood  vessels, 
or  to  spend  excessive  time  preaching  to  boys  about  washing  their 
necks?  Today  we  should  be  more  concerned  with  normal  psycho- 
logical development  and  personal  relationships  which  are  the  foun- 
dation of  the  individuals’  emotional  health  and  the  future  family’s 
happiness.  Questioning  a group  of  first  year  students  at  Rolle 
College  revealed  that  these  topics  had  not  been  touched  during  their 
own  school  days,  yet  were  considered  by  them  as  vitally  important. 
One  commented  “ there  seems  to  be  a general  fear  of  attempting 
teaching  emotional  development  in  schools.  I think  we  ought  to 
have  been  taught  more  incidental  hygiene  and  health  and  psychology, 
especially  of  the  adolescent also  responsibility  to  the  com- 

munity as  a whole,  and  life  in  society  with  obligations  to  one 
another.” 

Are  we  afraid  of  tackling  this  and  if  so  why?  Perhaps  doctors 
and  health  visitors  realise  their  limitations  as  teachers,  whilst  some 
teachers  feel  (probably  erroneously)  they  have  insufficient  knowledge 
of  psychology.  Here  is  both  a challenge  and  a golden  opportunity 
for  teachers,  psychologists,  health  visitors  and  doctors  to  co-operate 
even  more  effectively  and  to  ” contribute  towards  the  spiritual, 
mental  and  physical  development  ” of  the  children  whom  it  is  our 
privilege  to  serve. 


102 


/ S>  r.  M » f UtC?  ''^•  \P./0  ?:tL 

T.>V!.  ,iVv,A  tVi«K.' 


( . ;.  -i.  ,,..  •:  V ;•  V*^'' 

V '.  it  T 'y  ,'-■;  ?!  :,^?  ke4.JU3ft< 

1 • , « ^ > - > •>  «■•  . .- 

i,.i  > 


] i.  ' i 


w 


Spli"  '.»••.  ^ 


*r  Uqi.': 


•:iii.  I ^ / . ■ ) iiv  v*" 


iw«>J  iwio?. 

_ ‘ ^ kiB  * *■1"  l ” . ' 7 ^ * . - /a  # -j  _iii  * 


^ -i-  / jTr,^^  D?}l'ic:^m  • 

, 4»vt  ...ivi?  Vs  Vm-4»  unu^.i  4'^'sfTiuZ 

/ , > • 1.  > J]  ] Cl  rM 


:k  *c 


'•  ..  ‘ki- . -. . W ■ ' /J.  : j- 

-»  ^ , A.  I'w  ' r.^i  ^.u  ci  J»:3  ,vVt;/J  V 


« 

I ^ ,V  : T >!  ^ TJ.'.^aisfehj^i  ' ifiviv^M  AUf/»tr  ftjsiwri 
E-,  * vt,  r,T 

I - 


% Chif,  ^C^Ai  .'  ,.  . ..  ' 

i'.cs..  i k.ciiSf’dfi'vif  ” ••i’k'kV)  vviAO 

:i5'>iv;'Vv>KU\H5nK 


“'  " • '*1if;«jR  rT^ ’I 


V'-X? 


- -4 

4>  ■ 


_ • - iii»-.r%i»*i  . 

. ^Cl  r ..J  '^i’-’.AV',  ’iJiUX'^W  iW 

^ k'-’  :*  i^i  ' ‘ :^Sr^U  ':H  j[)r*i:  ' 

V-C/.  ‘<’  ,>  1 . , M.  v.^  Ji' 


k' 

4:  ^ 


1 .t^ : 


idTSV  - . , 


w* 


103 


STAFF  OF  THE  MEDICAL  DEPARTMENT.  Appendix  I. 


County  Medical  Officer  and  Principal  School  Medical  Officer. 

W.  J.  Doyle,  M.B.,  B.Ch.,  B.A.O.,  D.P.H.,  B.Sc.,  L.M. 

Deputy  County  Medical  Officer  and  Deputy  Principal  School  Medical 
Officer. 

D.  E.  Cullington,  M.A.,  M.B.,  B.Chir.,  D.C.H.,  D.P.H. 

Senior  Assistant  Medical  Officer  for  Maternity  and  Child  Welfare. 

F.  Gloria  Richards,  M.R.C.S.,  L.R.C.P.,  D.(Obst.)  R.C.O.G 

County  Psychiatrist 

W.  Hinds,  L.M.S.S.A.,  M.B.,  B.S.,  D.P.M. 

Psychiatrist  {Part-time) 

H.  S.  Gaussen,  M.R.C.S.,  L.R.C.P. 

Senior  County  Dental  Officer  and  Principal  School  Dental  Officer. 

J.  Fletcher,  L.D.S. 

County  Superintendent  of  Nursing  and  Supervisor  of  Midwives. 

Miss  L.  Reynolds,  S.R.N.,  S.C.M.,  H.V.C. 

Superintendent  Health  Visitor 

Miss  M.  Kelly,  S.R.N.,  S.C.M.,  H.V.C. 

County  Health  Inspector:  M.  S.  Fowling,  C.R.S.I.,  M.S.I.A. 

Chief  Clerk:  H.  T.  Baldwyn. 

County  Ambulance  Officer:  R.  P.  Selley,  D.P.A. 

Home  Help  Organiser:  G.  P.  Brooks,  D.P.A.,  D.S.A. 

Senior  Social  Worker  in  Mental  Health:  L.  H.  Jenkins,  D.S.S., 
M.H.  Cert. 

Senior  Social  Worker  in  Mental  Deficiency:  Miss  J.  H.  MacMichael 
(retired  2/7/1958). 

Senior  Occupational  Therapist,  Miss  M.  M.  Keily,  M.A.O.T. 
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Assistant  County  Medical  Officers! School  Medical  Officers. 


J.  H.  Wildman,  M.R.C.S.,  L.R.C.P.,  D.P.H.  (from  1/1/58) 


L.  G.  Anderson,  M.D.,  Ch.B.,  D.P.H. 

H.  M.  Davies,  M.A.,  M.R.C.S.,  L.R.C.P., 
D.P.H. 


Mixed 


D.  K.  MacTaggart,  M.A.,  M.B.,  Ch.B., 
D.P.H. 


^Appointments 


R.  B.  Walker,  M.R.C.S.,  L.R.C.P.,  D.P.H.  J 

N.  E.  R.  Archer,  M.A.,  D.M.,  B.Ch.,  D.P.H.  i 

M.  E.  Budding,  B.Sc.,  M.B.,  B.Ch.,  D.P.H. 

T.  J.  Davidson,  M.B.,  Ch.B.,  D.P.H.,  D.T.M.&H. 

W.  E.  Denbow,  B.Sc.,  M.R.C.S.,  L.R.C.P.,  D.P.H. 

D.  M.  Green,  M.B.,  B.S.,  M.R.C.S.,  L.R.C.P.,  D.P.H. 

J.  S.  Rogers,  L.R.C.P.,  M.R.C.S. 

N.  Proctor-Sims,  M.R.C.S.,  L.R.C.P.,  M.R.C.O.G. 

(retired  16/8/58) 

L.  Solomon,  B.A.,  M.B.,  B.Ch.,  B.A.O.,  L.M.,  D.P.H.,  D.C.H 
H.  R.  Vernon,  T.D.,  M.B.,  Ch.B. 

M.  C.  H.  Kingdon,  M.B.E.,  M.A.,  M.B.,  B.Ch.,  M.R.C.S., 
L.R.C.P.  (part-time). 

J.  M.  MacTaggart,  M.B.,  Ch.  B.,  D.P.H. 

R.  C.  MacLeod,  M.D.,  D.P.H.,  D.T.M.&H.  (from  1/6/58) 

T.  F.  Rennie,  M.B.,  Ch.B.,  D.P.H.  (from  1/9/58) 


School  Ophthalmic  Surgeons. 

(on  staff  of  the  Regional  Hospital  Board) 

M.  L.  Foxwell,  M.R.C.S.,  L.R.C.P.,  D.P.H.,  D.C.H. 
Rear  Adml.  A.  Pomfret  (temporary) 


Chest  Physicians. 

G.  E.  Adkins,  M.B.,  B.Chir.  (Cantab.) 

W.  E.  B.  Lloyd,  M.R.C.S.,  L.R.C.P.,  D.P.H. 

A.  J.  McMillan,  M.R.C.S.,  (Eng.),  L.R.C.P.  (Lond.) 

J.  C.  Mellor,  M.B.,  B.Ch. 

The  Chest  Physicians  are  on  the  staff  of  the  Regional  Hospital  Board,  but  a 
portion  of  their  time  is  devoted  to  prevention,  care  and  after-care,  which 
remains  the  responsibility  of  the  County  Health  Committee. 


County  Dental  Officers  (School  Dental  Officers. 

G.  H.  S.  Clarke,  L.D.S. 

A.  T.  Dally,  L.D.S. 

G.  C.  Derbyshire,  L.D.S. 

J.  L.  Dickson,  L.D.S.  R.F.P.S. 
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H.  W.  Gibbs,  L.D.S.,  R.C.S. 

A.  S.  Peacock,  L.D.S.,  D.D.O.  (also  part-time  Orthodontist). 
W.  H.  Phillips,  L.D.S. 

C.  T.  Pomeroy,  L.D.S. , R.C.S. 

J.  A.  Pugh,  L.D.S.  (part-time). 

B.  J.  Shapland,  L.D.S. 

J.  E.  B.  Smith,  L.D.S.,  R.C.S. 

J.  M.  Steer,  L.D.S.,  R.C.S. 

J.  K.  Vowles,  B.D.S. 

F.  M.  Warren,  B.D.S.,  L.D.S.,  R.C.S. 

P.  F.  G.  Whitfield,  L.D.S.,  (also  part-time  Orthodontist) 

F.  R.  P.  Williams,  C.B.E.,  B.D.S.,  F.D.S. 
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APPENDIX  II 


MEDICAL  OFFICERS  OF  HEALTH 


Area 

District  Councils 

Medical  Officers  of  Health 

1 

B.  Salterton  U.D. 

Exmouth  U.D. 

St.  Thomas  R.D. 

L.  G.  Anderson,  M.D.,  D.P.H. 

2 

Ottery  St.  Mary  U.D. 
Sidmouth  U.D. 

Honiton  M.B. 

Seaton  U.D. 

Axminster  R.D. 

Honiton  R.D. 

R.  C.  MacLeod,  M.D.,  D.P.H. , 

D.T.M.  & H.  (from  1.6.58). 

3 

Crediton  U.D. 

Crediton  R.D. 

Tiverton  M.B.  "1 

Tiverton  R.D.  / 

N.  F.  Sawers,  M.B.,  Ch.B. 

L.  N.  Jackson,  B.A.,  D.M. 

G.  Nicholson,  M.D.,  D.P.H.,  F.R.C.S. 

4 

Barnstaple  M.B.  ) 

Barnstaple  R.D.  [ 

South  Molton  M.B.  f 

South  Molton  R.D.  J 

Ilfracombe  U.D. 

Lynton  U.D. 

F.  J.  H.  Martin,  M.R.C.S.,  L.R.C.P., 
D.P.H. 

A.  H.  Morley,  O.B.E.,  M.B.,  Ch.B., 
F.R.C.S.,  D.P.H. 

M.  P.  Nightingale,  M.R.C.S.,  L.R.C.P. 

5 

Northam  U.D.  \ 

Bideford  M.B.  / 

Gt.  Torrington  M.B. 

Holsworthy  U.D. 

Bideford  R.D. 

Torrington  R.D. 

Holsworthy  R.D. 

C.  J.  Carey,  M.R.C.S.,  L.R.C.P. 

C.  F.  R.  Briggs,  M.B.,  B.S.,  M.R.C.S., 

L R C P 

S.  Craddock,  M.B.,  B.S.,  M.R.C.S., 

L R C P 

N.  B.  Betts,  M.B.,  B.Chir.,  F.R.C.S., 
L R c P 

E.  H.  Walker,  M.R.C.S.,  L.R.C.P.,  M.B., 
B S 

C.  W.  Evans,  M.R.C.S.,  L.R.C.P. 

6 

Okehampton  M.B. 

Tavistock  U.D. 

Broadwoodwidger  R.D. 
Okehampton  R.D. 

Tavistock  R.D. 

E.  D.  Alien-Price,  M.D.,  D.P.H. 

7 

Salcombe  U.D. 

Kingsbridgc  U.D. 

Kingsbridge  R.D. 

Plympton  St.  Mary  R.D. 

R.  B.  Walker,  M.R.C.S.,  L.R.C.P., 

D.P.H. 

107 


MEDICAL  OFFICERS  OF  continued 


Area 

District  Councils 

Medical  Officers  of  Health 

8 

Dawlish  U.D. 

Newton  Abbot  U.D, 

Teignmouth  U.D, 

Newton  Abbot  R.D. 

H.  M.  Davies,  M.A.,  M.R.C.S.,  L.R.C.P., 
D.P.H. 

9 

Torquay  M.B. 

D.  K.  MacTaggart,  M.A.,  M.B.,  Ch.B., 
D.P.H. 

10 

Totnes  M.B. 

Ashburton  U.D. 

Buckfastleigh  U.D. 

Totnes  R.D. 

Elizabeth  Davies,  M.B.,  Ch.B.,  M.R.C.S., 
L R C P D P H 

R.  Bellamy,  M.B.,  B.Chir.,  M.R.C.S., 
L R C P 

E.  C.  Ironside,  M.A.,  M.B.,  Ch.B. 

E.  M.  K.  Jellicoe.  M.R.C.S.,  L.R.C.P. 

11 

Dartmouth  M.B. 

Brixham  U.D. 

Paignton  U.D. 

J.  H.  Wildman  M.R.C.S.,  L.R.C.P., 
D.P.H.,  (from  1.1.58) 
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TABLE  I (A) 

MASS  RADIOGRAPHY  SERVICE 


Report  on  work  done  in  the  County  of  Devon  during  the  year  ended 
31st  December,  1958. 

Male  Female  Total 

Number  examined  ..  ..  ..  ••  21,135  21,377  42,512 


INCIDENCE  OF  DISEASE 


A.  Pulmonary  tuberculosis 

1 . Newly  discovered  significant  cases. 

Per  thous. 

Requiring  treatment  46  1.08 

Requiring  observation  204  4.7 

2.  No  further  action  315 

3.  Previously  known  74 

B.  Other  Conditions 

Pneumonia  . . . . . . . • • • • • 108 

Bronchiectasis  . . . . . . . . . • • • 74 

Bronchitis  and  emphysema  . . . . . . . . 83 

Sarcoidosis  . . . . . . . . . . • • 12 

Pneumonconiosis  . . . . . . . • • • 9 

Honeycomb  lung  . . . . . . . . . . . • 1 

Farmers  Lung  . . . . . . . . . . . . 1 

Carcinoma  of  the  broncius  . . . . . . . . 1 1 

Other  tumours 

Secondary  deposits  . . . . . . . . . . 3 

Carcinoma  of  the  larynx  . . . . . . . . 1 

Lypoma  of  the  back  . . . . . . . . . . 1 

Benign  tumour  . . . . . . . . . . 1 

Lung  cyst  . . . . . . . . . . . . 3 

Thyroid  enlargement  . . . . . . . . . . 29 

Diaphragmatic  abnormality  . . . . . . . . 73 

Cardio-vascular  disease 

Acquired  . . . . . . . . . . . . 192 

Congenital  . . . . . . . . . . . . 14 

Pulmonary  fibrosis  . . . . . . . . . . 114 

Spontaneous  pneumothorax  . . . . . . . . 1 

Pleural  effusion  . . . . . . . . . . . . 2 

Glands  in  neck  . . . . . . . . . . . . 2 

Old  gun  shot  wound  . . . . . . . . . . 4 

Albers  Schonberg  disease  . . . . . . . . 1 

Von  Rechlinghausen  disease  . . . . . . . . 1 

Bony  abnormality  . . . . . . . . . . 120 


Total  . . 861 


AGE  AND  SEX  ANALYSIS  OF  ACTIVE  CASES  OF  PULMONARY 

TUBERCULOSIS 


—15 

15—24 

25—34 

35—44  1 45—59 

604 

Male 

4 

3 

4 

3 ! 5 

4 

Female 

3 

3 

9 

4 • 3 

1 
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TABLE  1 (B) 


Sites  visited  Active  cases  of  pulmonary  tuberculosis  found. 

Number  Active 


Month 

Site 

Exam- 

ined 

Tuber- 

culosis 

January 

IVYBRIDGE 

Moorhaven  hospital 

815 

1 

Barnstaple 

Technical  college 

449 

- 

February 

Princetown 

H.M.  Prison 

633 

Okehampton 

Public 

922 

— 

Okehampton 

Meldon  Quarry 

81 

1 

Dartmouth 

Public 

677 

— 

Brixham 

1,066 

1 

March 

Blackawton 

172 

1 

Newton  Abbot 

Selyac 

305 

— 

Newton  Abbot 

Public 

1,419 

4 

Dawlish 

584 

— 

Teignmouth 

11 

794 

1 

April 

Paignton 

11 

1,663 

1 

Torquay 

11 

4,125 

7 

May 

Newton  Abbot 

Candy  & Co. 

111 

— 

Newton  Abbot 

Public 

464 

- 

Bovey  Tracey 

11 

767 

1 

June 

Torquay 

Torbay  Hospital 

221 

— 

Bideford 

Schools  & appointments 

2,050 

1 

Bideford 

Public 

2,312 

4 

Tavistock 

Contacts 

768 

1 

Holsworthy 

Schools 

473  + 

- 

Torrington 

Appointments 

155  + 

- 

Barnstaple 

11 

123  + 

- 

Ilfracombe 

11 

54  + 

- 

South  Molton 

11 

28  + 

- 

East  Yelland 

Central  Elec.  Auth. 

143  + 

— 

July 

Exmouth 

Schools 

1,193 

— 

Honiton 

11 

502 

- 

Plympton 

Public 

1,310 

1 

CORNWOOD 

11 

141  + 

- 

Sparkwell 

11 

83+' 

- 

Lee  Moor 

11 

146  + 

1 

WOTTER 

11 

121  + 

- 

Elburton 

11 

245  + 

— 

Ermington 

1 1 

75  + 

1 

Hooe 

11 

82  + 

- 

Down  Thomas 

11 

62  + 

— 

August 

Plymstock 

11 

953 

- 

Brixton 

11 

150 

— 

Newton  Ferrers 

11 

140  + 

- 

Wembury 

11 

134  + 

— 

Yealmpton 

11 

100  + 

- 

Noss  Mayo 

11 

110  + 

- 

Holbeton 

11 

105  + 

- 

Mill  Hill 

11 

56  + 

— 
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Site  analysis  contd. 

September 

Kelly 

Public 

45  + 

Lynton 

548 

Chumleigh 

680 

October 

North  Tawton 

570 

Torquay 

Chest  Clinic 

346  + 

Torquay 

Sifam  Co. 

82  + 

Exmouth 

Public 

3,031 

November 

Exmouth 

974  + 

Seaton 

Budleigh 

99 

678 

Salterton 

99 

826  + 

Axminster 

Appointments 

306  + 

Honiton 

99 

86  + 

Tiverton 

99 

101  + 

Crediton 

99 

124  + 

SiDMOUTH 

99 

1,462 

December 

Torquay 

Appointments 

289 

Torquay 

Devon  General  Bus  Co. 

193 

Bideford 

Coombe-in- 

Schools,  etc. 

715  + 

Teignhead 

Public 

77  + 

Ottery  St.  Mary 

Switchgear  Co. 

166 

Ottery  St.  Mary 

Public 

731 

Paignton 

Standard  Telephones 

939 

Stoke-in-Teignhead 

Public 

124  + 

Totnes 

Appointments 

289 

Bishopsteignton 

Home  for  aged 

48 

9 

1 

1 

1 

1 

2 


1 


TABLE  1 (C) 

MASS  RADIOGRAPHY  SERVICE— DEVON,  1958 
ANALYSIS  OF  ACTIVE  CASES  OF  TUBERCULOSIS  IN  SURVEY 

GROUPS 


Group 

Number 

examined 

Active 
cases  T.B. 
found 

Rate  per 
1,000 
examined 

General  public,  including  small 

firms 

26,405 

19 

0.7 

Large  firms  and  industrial  surveys 

2,329 

1 

0.4 

Hospital  staff  and  patients 

1,279 

3 

2.3 

School  staff 

1,081 

1 

0.9 

Older  school  children  and  students 

5,708 

1 

0.2 

Tuberculin  positive  schoolchildren 

1,280 

3 

2.3 

(including  those  from  B.C.G. 

scheme) 

Contacts  of  positive  schoolchildren 

349 

3 

8.6 

Other  contacts  (e.g.,  children  in  a 

1,528 

5 

3.3 

school  where  a case  has  been 

found) 

G.P.  referrals 

441 

9 

20.4 

All  other  groups 

1,381 

1 

0.7 

Total 

41,781 

46 

1.1 
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CHEST  HOSPITALS.  DISEASE  CLASSIFICATION  ON  ADMISSION 
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Abbreviations:  R.A.  —tuberculosis  negative  (pulmonary) 

R.B.  — tuberculosis  positive  (pulmonary) 
N.R.A. — tuberculosis  negative  (non-pulmonary) 
N.R.B. — tuberculosis  positive  (non-pulmonary) 
Numbers — stages  of  disease 


TABLE  III 

The  following  Table  gives  the  birth  weight,  place  of  birth,  and  the  number  of  premature  babies  surviving  in  each  group  at  the  end  of  28  days. 

Premature 

Still-Births 

Born 

in 

Nurs- 

ing 

Home 

1 

1 

1 

i 

Total 

JOTIFIEL 

65 

( 

Bon 

at 

Home 

- 

(N 

Born 

in 

Hos- 

pital 

(N 

<N 

00 

oo 

O 

oo 

»5  > .t;  oo 

Sur- 

vived 

28 

days 

a ^ 

Died 
with- 
in 24 
hrs  of 

birth 

s ■ 

Total 

otified  419. 

5^  2s  ^ . 

Sur- 

vived 

28 

days 

^ 

.5  ^3^ 

c ■ 

fc:  JC 
fS  ^ ^ 

Died 
with- 
in 24 
hrs.  of 
birth 

Total 

Z 

13 

0 

H 

c/5 

a 

H 

01 

n 

u 

> 

Born  at  Home  and 
transferred  to  hos- 
pital on  or  before 
2Sth  day 

Sur- 

vived 

28 

days 

IT) 

m 

- 

6 

17 

Died 
with- 
in 24 
hrs.  of 
birth 

. 

- 

- 

1 

Total 

r~ 

■o 

fS 

o\ 

Tj- 

<N 

J 

u 
. oi 

D 

H 

< 

S 

u 

oi 

Cu 

Born  at  Home  and 
Nursed  entirely  at 
Home 

Sur- 

vived 

28 

days 

- 

- 

1/-, 

r- 

Died 
with- 
in 24 
hrs.  of 
birth 

(N 

1 

I 

m 

Total 

<N 

VO 

VO 

40 

in 

r- 

Born  in 
Hospital 

Sur-  \ 

vived 

28 

days 

VO 

oo 

VO 

134 

271 

Died 
with- 
in 24 
hrs.  of 
birth 

>^5 

(N 

i 

(N 

Total 

1 

Tj- 

VO 

VO 

316 

Weight 

at 

Birth 

31b  4oz.  or  less 

Over  31b. 4ozs.  up 
to  and  including 
41b.  6ozs. 

Over  41b.  6oz.  up 
to  and  including 
41b.  15oz. 

Over  41b.  15oz 
up  to  and  includ- 
ing 51b  8oz. 

Totals 

113 


TABLE  IV 


MENTAL  DEFICIENCY 


Notifications  by  the  Education 
Act,  1944. 

Committee  under  Section  57  of  the  Education 

Under  Sub-Section  (3) 

24 

(Incapable  of  benefitting  from  education  at 
school). 

Under  Sub-Section  (4) 

Nil 

(Inexpedient  to  educate  in  association  with  other 
children). 

Under  Sub-Section  (5) 

60 

(Supervision  after  leaving  school  recommended). 

Total 

84 

Of  the  84  children  reported,  56  were  placed  under  Statutory  Supervision,  2 
admitted  to  Institutions,  18  placed  under  friendly  supervision  and  8 did  not 
require  any  supervision. 


STATUTORY  SUPERVISION 

Patients  placed  under  Statutory  Supervision  . . . . . . 66 

Patients  removed  from  Statutory  Supervision  . . . . . . 76 

Total  patients  currently  under  Statutory  Supervision.  . . . . . 453 

Patients  under  Statutory  Supervision  are  visited  every  six  months,  or 
more  frequently  if  circumstances  warrant  it. 


CERTIFICATION  ORDERS 

Defectives  in  respect  of  whom  Orders  were  made  . . . . . . ] ] 

(Comprising  6 males  and  5 females) 

Advantage  has  been  taken  of  the  new  procedure  of  Informal  Admission, 
as  recommended  by  the  Ministry  in  their  Circular  2/58,  resulting  in  fewer 
defectives  being  admitted  under  Certificate. 


INFORMAL  ADMISSIONS 

Defectives  in  Institutions  under  the  terms  of  Circular  2/58  . . . . 214 

(Comprising  103  males  and  1 1 1 females) 

Of  these,  190  patients  were  already  in  Hospital  and  were  Technically 
Discharged  and  re-admitted  Informally. 


SHORT  STAY  ADMISSIONS 

Patients  admitted  under  the  terms  of  Circular  5/52  . . . . . . 28 

(Comprising  14  males  and  14  females) 

These  patients  were  admitted  for  a period  not  exceeding  eight 
weeks  primarily  to  provide  some  temporary  relief  to  their  relatives, 
afterwards  they  returned  to  their  own  homes.  The  Medical  Super- 
intendent endeavours  to  arrange  these  short  stay  admissions  while 
other  patients  are  absent  on  holiday. 


OCCUPATION  CENTRES 


Barnstaple 

*Exeter 

fllminster 

Plymstock 

Torquay 


Pupils 

Sessions 

Attendances 

25 

380 

6,235 

7 

388 

2,106 

1 

288 

144 

12 

335 

3,226 

25 

380 

4,790 

70 

1,771 

16,501 

* By  arrangement  with  Exeter  City  Council. 

I By  arrangement  with  Somerset  County  Council. 

Transport  for  pupils  and  escorts  has  always  been  difficult  to  arrange 
without  incurring  undue  expense.  The  unpredictable  behaviour  of  these 
pupils  precludes  the  use  of  School  Transport  in  many  instances. 


MEDICAL  EXAMINATIONS 

Mental  Health  Patients  examined  by  the  County  Psychiatrist 

75 

VISITS  BY  SOCIAL  WORKERS 

Visits  made  in  connection  with  all  types  of  Defectives 

3,238 

TRANSFERS 

Defectives  who  were  transferred  from  one  Institution  to  another  . . 
(Comprising  3 males  and  5 females) 

Transfers  are  usually  arranged  to  facilitate  easier  visiting  by 
the  relatives. 

8 

AWAITING  INSTITUTIONAL  VACANCIES 

Patients  still  awaiting  admission 

(Comprising  32  males  and  17  females) 

This  figure  emphasises  the  problem  of  acquiring  suitable 
Institutional  care  for  patients  who  require  this.  Of  these,  15  are 
urgent  cases  for  whom  the  Regional  Hospital  Board  are  endeavouring 
to  secure  accommodation  in  Institutions  outside  the  County. 

49 

ABSCONDED 

Patients  who  absconded 

6 

APPREHENDED 

Patients  apprehended 

3 

DISCHARGES 

Patients  discharged  from  the  provisions  of  the  Acts 
(Comprising  100  males  and  1 10  females) 

Of  these,  190  were  Technically  Discharged  from  the  Provisions 
of  the  Mental  Deficiency  Acts,  but  remained  in  hospital  on  an 
Informal  basis. 

210 

DEATHS 

Patients  who  died 

(Comprising  4 males  and  10  females) 

14 

DEVON  COUNTY  PATIENTS  IN  INSTITUTIONS, 
HOMES  AND  HOSPITALS 


Institutions 

Botley’s  Park  Hospital,  Chertsey, 

MALES 
Certi-  In- 

fied  formal 

FEMALES 
Certi-  In 

fied  formal 

Total 

Surrey 

1 

— 

— 

— 

1 

Calderstone,  Whalley,  Lancs. 

1 

— 



1 

Coldeast  Colony,  Southampton 

— 

— 



1 

1 

Fountain  Hospital  Group,  London 
Hailsham  Hospital  Group,  Lewes, 

— 

1 

— 

— 

1 

Sussex. 

Hensol  Castle  Hospital,  Pontyclun, 

1 

— 

— 

— 

1 

Glam. 

Hortham  Hospital  Group, 

— 

— 

1 

— 

1 

Almondsbury,  Bristol 

6 

2 

3 

1 

12 

Leavesden  Hospital,  Watford,  Herts 
Leybourne  Grange  Hospital  Group, 

— 

— 

1 

1 

2 

W.  Mailing,  Kent 

Moss  Side  State  Hospital,  Maghull, 

1 

— 

— 

1 

2 

Liverpool 

Northgate  Hospital,  Morpeth, 

6 

3 

— 

9 

Northumberland 

Rampton  State  Hospital,  Nr. 

— 

— 

1 

— 

1 

Retford,  Notts 

Royal  Earlswood  Institution, 

10 

— «. 

12 

— 

22 

Redhill,  Surrey 

Royal  Western  Counties  Institution, 

— 

3 

— 

1 

4 

Starcross 

Sandhill  Park  Hospital  Group, 

324 

94 

lAl 

105 

770 

Bishops  Lydeard,  Nr.  Taunton 
St.  Lawrence  Hospital,  Caterham, 

10 

— 

12 

1 

23 

Surrey 

— 

1 

— 

— 

1 

St.  Mary’s  Home,  Alton,  Hants 

— 

— 

2 

— 

2 

Stoke  Park  Hospital  Group,  Bristol 
Winestead  Colony,  Patrington, 

18 

— 

14 

— 

32 

Hull,  Yorks. 

1 

. — 

— 

1 

Totals  379  101  296  111  887 


LUNACY  AND  MENTAL  TREATMENT 
Admissions  to  Mental  Hospitals  (Exminster,  Moorhaven,  Digby-Wonford) 


Certified  Cases 

(Section  16,  Lunacy  Act,  1890)  . . 

(Private) 

33 

Voluntary  Cases 

(Section  1,  Mental  Treatment  Act,  1930) 

.731 

(Private) 

23 

Temporary  Cases 

(Section  5,  Mental  Treatment  Act,  1930) 

’ 2 

(Private) 

— 

Observation  Cases 

(Section  11,  Lunacy  Act,  1890)  . . 

(Section  20,  Lunacy  Act,  1890)  . . 

!!  320 

(Section  21,  Lunacy  Act,  1890)  . . 

21 

Total  admissions: 

1,130 

Social  Workers  visits  entailed  

1,681 

The  admission  rate  to  Mental  Hospitals  is  practically  the  same  as  last  year. 
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Transfers 

Devon  County  Patients  transferred  to  Mental  Hospitals  outside  Devon  3 

Discharges  from  Mental  Hospitals 

Devon  County  patients  who  left  Mental  Hospitals  . . . . . . 987 

Deaths  in  Mental  Hospitals 

Devon  County  patients  who  died  ..  ..  ..  ..  ..  183 

After-Care 

Current  After-Care  Cases  . . . . . . . . . . . . 582 

After-Care  visits  made  . . . . . . . . . . . . . . 2,780 

Regional  Hospital  Board  Psychiatric  Clinics 

Appointments  offered  by  Exminster  Hospital  to  ex-patients. . . . 150 

Ex-Patients  who  accepted  . . . . . . . . . . . . 85 

Advisory  Cases 

Cases  in  which  advice  has  been  given  . . . . . . . . . . 860 

Visitsentailed  ..  ..  ..  ..  ..  ..  ..  1,403 

Current  Advisory  Cases  . . . . . . . . . . . . 42 

Sundry  Visits  made  in  connection  with  other  cases  ..  ..  ..  1,683 

ON  LICENCE 

Devon  County  Certified  Defectives  at  present  “ on  Licence  ” from 
Institutions  and  Hospitals  . . . . . . . . . . . . 38 

(Comprising  18  males  and  20  females) 

Other  Authorities’  Certified  Mental  Defectives  resident  in  the  County 
of  Devon  on  Licence,  supervised  by  our  Social  Workers  . . . . Nil 

Many  patients  who  had  been  on  Licence  for  some  years,  have  now 
been  discharged,  and  remain  in  the  community  under  the  friendly 
supervision  of  the  Social  Workers. 


REPORTS  TO  THE  VISITING  JUSTICES  (Section  11  M.D.  Acts,  1913) 
Devon  County  Certified  Mentally  Defective  Cases  due  for  recon- 


sideration in  respect  of  whom  Home  Conditions  Reports  were  sub- 
mitted to  the  Justices  ..  ..  ..  ..  ..  ..  ..  158 

Other  Authorities’  Certified  Mental  Defectives  whose  homes  are  now 
in  the  County  of  Devon  in  respect  of  whom  Home  Condition  Reports 
were  forwarded  . . . . . . . . . . . . . . . . 10 

GUARDIANSHIP 

Current  Devon  County  Cases  . . . . . . . . . . . . 15 

(Comprising  5 Males  and  10  Females) 

Other  Authorities’  Cases  resident  in  Devon,  supervised  by  our  Social 
Workers  . . . . . . . . . . . . . . . . 6 


Total:  . . 221 


All  Patients  under  Guardianship  were  examined  during  the 
year  by  the  County  Psychiatrist,  and  recommendations  were  sent  to  the  Board  of 
Control  resulting  in  25  patients  being  Discharged  from  the  Order.  Many  of 
these  were  in  receipt  of  financial  assistance  for  clothing  and  maintenance,  and 
as  this  responsibility  has  now  been  accepted  by  the  National  Assistance  Board, 
we  have  achieved  an  annual  saving  of  £209. 
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VOLUNTARY  SUPERVISION 


Patients  placed  under  Voluntary  Supervision 

• • . 

117 

Patients  removed  from  Voluntary  Supervision 

. 

• • • 

104 

Patients  currently  under  Voluntary  Supervision 

, , 

« • • 

419 

These  patients  are  normally  visited  annually. 

unless 

circum- 

stances  warrant  greater  frequency. 

HOME  TEACHING 

Pupils 

Lessons 

Area  No.  1 — East  Devon 

41 

111 

„ ,,  2 — North  Devon 

40 

970 

,,  ,,  3 — West  Devon 

26 

39 

„ ,,  4 — South  Devon 

34 

749 

141 

2,485 

The  appointment  of  a Home  Teacher  for  the  West  Devon  Area  should 
have  enabled  more  pupils  to  receive  lessons  in  their  own  homes.  Unfortunately, 
the  new  Teacher  has  been  indisposed  on  several  occasions  and  has  therefore  been 
unable  to  give  the  expected  service.  She  is  still  off  duty  at  present. 
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In  two  casc,s  the  general  physical  condition  prevented  treatment  and  in  one  case  the  blind  person  died  before  treatment  could 
be  given. 

In  four  cases  the  general  physical  condition  prevented  treatment,  and  in  one  case  treatment  was  refused  by  the  blind  person. 
Three  cases  are  pending. 

In  two  cases  treatment  is  pending. 


TABLE  VI 


SCHOOL  MEDICAL  INSPECTION 


A.— PERIODIC  MEDICAL  INSPECTIONS 


A^e  Groups 
Inspected 
( By  year  of  birth) 

(1) 

No.  of 
Pupils 
inspected 

Physical  Condition  of  Pupils  Inspected 

( 

Satisfactory 

Unsatisfactory 

1 

No. 

% of  Col.  2 

No. 

% of  Col.  2 

(2) 

(3) 

(4) 

(5) 

(6) 

1954  and  later 

84 

79 

94.05 

5 

5.95 

1953 

2925 

2892 

98.872 

33 

1.128 

1952 

2171 

2154 

99.22 

17 

0.78 

1951 

382 

378 

98.53 

4 

1.47 

1950 

1992 

1967 

98.745 

25 

1.255 

1949 

2358 

2335 

99.067 

22 

0.933 

1948 

1858 

1851 

99.625 

7 

0.375 

1947 

1590 

1583 

99.66 

7 

0.440 

1946 

2043 

2024 

99.07 

19 

0.93 

1945 

1039 

1034 

99.519 

5 

0.481 

1944 

892 

891 

99.89 

1 

0.11 

1943  and  earlier 

3119 

3104 

99.519 

15 

0.481 

Total 

20453 

20293 

99.218 

160 

0.782 

B.— OTHER  INSPECTIONS 

Number  of  Special  Inspections  . . . . 200 

Number  of  Re-inspections  ..  ..  ..  4,136 


Total  . . 4,336 


C— PUPILS  FOUND  TO  REQUIRE  TREATMENT  AT  PERIODIC 
MEDICAL  INSPECTIONS 

(excluding  Dental  Diseases  and  Infestation  with  Vermin) 

Notes: — Pupils  found  at  Periodic  Inspections  to  require  treatment  for  a defect 
are  not  excluded  from  Table  C by  reason  of  the  fact  that  they 
were  already  under  treatment  for  that  defect.  Table  C relates  to 
individual  pupils  and  not  to  defects.  Consequently,  the  total  in 
column  (4)  will  not  necessarily  be  the  same  as  the  sum  of  columns  (2) 
and  (3). 


Age  Groups  Inspected 
{By  year  of  birth) 

(1) 

For  defective 
vision 

{excluding  squint) 
(2) 

For  any  of  the  other 
conditions  recorded 
in  Part  II 
(3) 

Total 

individual 

pupils 

(4) 

1954  and  later 

1 

3 

4 

1953 

19 

158 

171 

1952 

2A 

143 

154 

1951 

5 

21 

25 

1950 

39 

115 

140 

1949 

32 

115 

142 

1948 

14 

86 

95 

1947 

17 

62 

77 

1946 

32 

94 

123 

1945 

10 

52 

59 

1944 

10 

29 

39 

1943  and  earlier 

58 

137 

186 

Total 

261 

1015 

1215 
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Table  VII 


A.— RETURN  OF  DEFECTS  FOUND  BY  MEDICAL  INSPECTION  IN 
THE  YEAR  ENDED  31st  DECEMBER,  1958 

NOTE: — All  defects  noted  at  medical  inspection  as  requiring  treatment  are 
included  in  this  return,  whether  or  not  this  treatment  was  begun  before 
the  date  of  the  inspection. 


r^ERiODic  Inspections 

SPECIAL  INSPECTIONS 

No.  of  defects 

1 

No.  of  defects 

1 

Defect 

Code  Defect  or  Disease 

No. 

(1) 

Requiring 

treatment 

(2) 

Requiring 
to  be  kept 
under 

observation 
but  not 
requiring 
treatment. 

(3) 

Requiring 

treatment 

(4) 

i Requiring 
to  be  kept 
under 

observation 
but  not 
requiring 
treatment. 

(5) 

4 

Skin 

143 

429 

15 

7 

5 

Eyes— a.  Vision 

261 

452 

19 

— 

b.  Squint 

89 

167 

4 



c.  Other 

65 

131 

1 



6 

Ears— a.  Hearing 

40 

302 

6 

7 

b.  Otitis  Media 

28 

182 

2 

5 

c.  Other 

41 

88 

1 

2 

7 

Nose  or  Throat 

148 

1,367 

16 

25 

8 

Speech  . . 

71 

304 

9 

4 

9 

Lymphatic  Glands 

12 

610 

5 

15 

10 

Heart 

15 

232 

11 

6 

11 

Lungs  . . 

46 

495 

31 

8 

12 

Developmental — 
a.  Hernia 

21 

29 

b.  Other 

34 

159 

- 

8 

13 

Orthopaedic — 

a.  Posture 

54 

282 

14 

7 

b.  Feet 

116 

259 

4 

2 

c.  Other 

118 

569 

11 

8 

14 

Nervous  system — 
a.  Epilepsy 

7 

40 

1 

b.  Other 

8 

157 

3 

2 

15 

Psychological — 

a.  Development 

17 

210 

8 

8 

b.  Stability 

20 

286 

3 

13 

16 

Abdomen 

4 

41 



17 

Other 

20 

220 

2 

4 — 

Table  VIII 

INFESTATION  WITH  VERMIN 

(i)  Total  number  of  exarninations  in  the  schools  by  the  school 

nurses  or  other  authorized  persons  ..  ..  ..  ..  195  490 

(ii)  Total  number  of  individual  pupils  found  to  be  infested  . . 465 

(iii)  Number  of  individual  pupils  in  respect  of  whom  cleansing 

notices  were  issued  (Section  54  (2),  Education  Act,  1944)  . . 55 

(iv)  Number  of  individual  pupils  in  respect  of  whom  cleansing 

orders  were  issued  (Section  54  (3),  Education  Act,  1944)  . . 4 
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TABLE  IX 


TREATMENT  OF  PUPILS  ATTENDING  MAINTAINED  PRIMARY 
AND  SECONDARY  SCHOOLS  (INCLUDING  SPECIAL  SCHOOLS) 


GROUP  1.— EYE  DISEASES,  DEFECTIVE  VISION  AND  SQUINT 


Number  of  cases  dealt  with  * 

External  and  other,  excluding  errors  of  refrac- 

tion  and  squint 

828 

Errors  of  refraction  (including  squint). . . . 

10,433 

Total  . . . . . . . . ! 

11,261 

Number  of  pupils  for  whom  spectacles  were 

prescribed  . . 

1 

2,269 

*These  figures  represent  those  from  the  two  Ophthalmic  Surgeons  of  the  County 
Eye  Service  on  the  staff  of  the  S.  W.  R.  H.  B. 


GROUP  2.— DISEASES  AND  DEFECTS  OF  EAR,  NOSE  AND  THROAT 


Number  of  cases  treated 

Received  operative  treatment 

{a)  for  diseases  of  the  ear 

— 

(b)  for  adenoids  and  chronic  tonsilitis 

— 

(c)  for  other  nose  and  throat  conditions 

— 

Received  other  forms  of  treatment 

Not  Known 

Total  number  of  pupils  in  schools  who  are 

. 

known  to  have  been  provided  with  hear- 
ing aids  by  the  Authority  . . 

(a)  in  1957 

4 

(b)  in  previous  years 

5 

GROUP  3.— ORTHOPAEDIC  AND  POSTURAL  DEFECTS 


Number  treated  in  clinics  or  out-patient  depart-  Treatments  included  with 
ments. . . . . . . . . . . . “other  treatments  ” — no 

separate  figures  available. 
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GROUP  4. — DISEASES  OF  THE  SKIN  (excluding  uncleanliness,  for  which 

see  Table  VIII). 


Number  of  cases  treated  or 
under  treatment  during  the  year 

Ringworm — (i)  Scalp  . . 

(ii)  Body  . . 

Scabies 

Impetigo  . . 

Other  skin  diseases 

Not  known,  but  3 treatments  done 
48 

11  11  11 

31 

11  1111  11  11 

11  11  11  ^ \J\/  yy 

11  11  11  7263  ,,  ,, 

Total 

11 

11  11  8305  yy  y^ 

GROUP  5.— CHILD  GUIDANCE  TREATMENT 

Number  of  pupils  treated  at  Child  Guidance 
Clinics  under  arrangements  made  by  the 
authority 

523 

GROUP  6.— SPEECH  THERAPY 

Number  of  pupils  treated  by  Speech  Therapists 
under  arrangements  made  by  the  Authority 

423 

GROUP  7.— OTHER  TREATMENT  GIVEN 

(a)  Number  of  cases  of  miscellaneous  minor 

ailments  treated  by  the  Authority 

(b)  Pupils  who  received  convalescent  treat- 

ment under  School  Health  Service 
arrangements 

(c)  Pupils  who  received  B.C.G.  vaccination  . . 

(d)  Other  than  (a),  (h)  and  (c)  above  (specify) 


2  

3  

4  

5  

Totals  (a) — (d) 


Not  known,  but  14218 
treatments  done 


3213 


See  (a)  above 


TABLE  X. 


DENTAL  INSPECTION  AND  TREATMENl 
CARRIED  OUT  BY  THE  AUTHORITY. 

(1)  Number  of  pupils  inspected  by  the  Authority’s  Dental  Officers; 

(a)  At  Periodic  Inspections  . . . . . . 32,841 

(b)  At  Specials  ..  ..  ..  ..  ..  2,158 


Total  (1)  . . 34,999 


(2)  Number  found  to  require  treatment  . . . . 22,151 

(3)  Number  offered  treatment  ..  ..  ..  ..  15,925 

(4)  Number  actually  treated  ..  ..  ..  ..  ..  12,984 

(5)  Attendances  made  by  pupils  for  treatment  . . . . . . 35,430 

(including  1 !(//)  below) 


(6)  Half-days  devoted  to:  Periodic  (School)  Inspection 

and  . . 6,409 

Treatment  f 

(inch  Orthodontics  J 

(7)  Fillings:  Permanent  Teeth  ..  ..  20,962 

Temporary  Teeth  . . . . . . 2,783 


Total  (7)  . . 22,745 


(8)  Number  of  teeth  filled:  Permanent  Teeth  ..  ..  ..  19,114 

Temporary  Teeth  . . . . . . 2,740 


Total  (8)  ..  21,854 


(9)  Extractions:  Permanent  Teeth  ..  ..  ..  3,177 

Temporary  Teeth  . . . . . . 8,476 


Total  (9)  ..  11,653 


(10)  Administration  of  general  anaesthetics  for  extraction. . ..  2,771 


(11)  Orthodontics: 

(a)  Cases  commenced  during  the  year  ..  ..  ..  318 

ib)  Cases  carried  forward  f.om  previous  year  . . . . 440 

(c)  Cases  completed  during  the  year  . . . • 242 

(d)  Cases  discontinued  during  the  year  . . ..  ..  131 

(e)  Pupils  treated  with  appliances  . . . . • • 444 

(/)  Removable  appliances  fitted  ..  ..  415 

(g)  Fixed  appliances  fitted  ..  ..  ..  ••  12 

(h)  Total  attendances. . ..  ..  ••  ••  2,626 


(12)  Number  of  pupils  supplied  with  artificial  dentures  . . . . 96 


(13)  Other  operations:  Permanent  Teeth  ..  ..  ..  15,092 

Temporary  Teeth  . . . . . . 2,546 


Total  (13)  ..  17,638 
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TABLE  XI 


SPEECH  CLINICS 


Discharged 
during  year: 

Under  Treatment 
at  end  of  Year: 

Awaiting 
Treatment : 

Total: 

East  Devon : 

(Miss  Chapman) 

64 

84 

60 

208 

North  Devon: 

(Miss  Blest) 

39 

52 

42 

133 

South  West  Devon: 
(Mrs.  Fulford) 

15 

86 

35 

136 

Torbay: 

(Miss  Macmillan) 

62 

122 

47 

231 

Total 

180 

344 

184 

708 

B.  TYPES  OF  SPEECH  DEFECT  OR  DISORDER  DEALT  WITH 
(in  respect  only  of  children  dischareed^, 


Aphasia  — 

Cleft  Palate  7 

Dysarthria  1 

Dyslalia  112 

Dysphonia  7 

Hearing  Defect  4 

Stammer  47 
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TABLE  XII 

HANDICAPPED  PUPILS 


(1)  Blind 
(2)  Partially 
Sighted 

(3)  Deaf 
(4)  Partially 
Deaf 

(5)  Delicate 
(6)  Physi- 
cally Handi- 
capped 

(7) Educa- 
tionally 
sub-normal 
(8)  Mal- 
adiusted 

(9)  Epileptic 

Total 

(1-9) 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

A.  Children  newly  placed 
in  Special  Schools 
or  Boarding  Homes 

3 

1 

6 

2 

9 

34 

50 

17 

3 

125 

B.  Children  newly  asses- 
sed asneeding  special 
educational  treat- 
ment at  Special 
Schools  or  in 
Boarding  Homes.. 

1 

2 

2 

3 

12 

27 

77 

13 

2 

139 

C.  (i)  Children  on  the 
registers  of  special 
schools  as 
(a)  Day  Pupils 

3 

6 

5 

16 

60 

4 

94 

(b)  Boarding 
Pupils 

21 

18 

24 

5 

5 

28 

182 

17 

4 

304 

(ii)  Children  on  the 
registers  of  inde- 
pendent schools 
under  arrange- 
ments made  by 
the  Authority  . . 

2 

8 

3 

8 

9 

1 

31 

(iii)  Children  boarded 
in  Homes  and  not 
already  included 
in  (i)  or  (ii) 

2 

1 

6 

9 

Total  (C) 

21 

21 

30 

12 

31 

92 

194 

32 

5 

438 

D.  Children  being  edu- 
cated under  arrange- 
ments made  under 
Section  56  of  the 
Education  Act,  1944 
(i)  in  hospitals 

(ii)  in  other  groups 

— 

— 

— 

— 

— 

— 

— 

— 

— 

e.g.  units  for  spastics 
(iii)  at  home 

1 

— 

1 

1 

12 

10 

6 

— 

1 

32 

E.  Children  requiring 
places  in  special 
schools 

(i)  Total  (a)  Day 

1 

1 

1 

9 

12 

(b)  Boarding 

1 

2 

2 

1 

1 

18 

244 

2 ■ 

1 

272 

(ii)  Children  (included 
above)  who  had  not 
reached  the  age  of  5 
(a)  awaiting  day  places 

1 

1 

2 

(b)  awaiting  boarding 
places 

- 

2 



1 

— 

— 

— 

3 

(iii)  who  had  reached 
the  age  of  5 but 
whose  parents  had 
not  consented  to 
their  admission  to 
a Special  School  . . 
(a)  awaiting  day  places 

(b)  awaiting  boarding 
places 

— 

I 

— 

1 

1 

3 

188 

— 

194 

Children  reported  to  the  Local  Health  Authority  : . ^ 

(a)  Under  Section  57  (3)  (excluding  any  returned  under  (b)  ) 27 

(b)  Under  Section  57  (3)  relying  on  Section  57  (4)  . . — 

c)  Under  Section  57  (5) 

of  the  Education  Act,  1944  . . . . . . 51 
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TABLE  XIII 


IMPROVEMENTS  TO  OFFICES,  SANITATION,  ETC.,  CARRIED  OUT 
DURING  THE  YEAR  ENDED  31st  DECEMBER,  1958 


County  Primary  Schools: 

Ashwater 

Braunton 

Brixham:  Drew  Street 
Denbury 

Exmouth:  Exeter  Road 
Infants’  . . 

Ide 

Plymstock:  Hooe  Junior 
Plymstock : Oreston 
Slapton 

South  Brent  . . 

South  Molton  Infants’ 
Spreyton 
U pottery 
Wembworthy . . 

Whimple 


Improvements  to  offices. 

Improvements  to  cloakrooms 
Improvements  to  offices;  new  basins,  etc. 
New  drainage  and  ewer  sconnection 

Additional  indoor  toilets 
Improvements  to  offices. 

Improvements  to  W.C’s  and  urinals 
Provision  of  female  staff  toilet. 

Provision  of  staff  lavatory. 

Improvements  to  drainage. 

Hot  water  supply  to  basins. 

Mains  water  supply 
New  drainage  tank,  etc. 

Mains  water  supply. 

Hot  water  supply  to  basins. 


Voluntary  Primary  Schools: 

Aveton  Gifford 
Budleigh  Salterton  . . 
Burrington 

Ilfracombe  Infants’  . . 

Kenn  . . 

Lew  Trenchard 
Lympstone  . . 

Merton 

Sidbury 

Silverton 


New  cloakroom  and  basins,  etc. 
Improvements  to  lavatories. 

New  staff  lavatory. 

Improvements  to  offices. 

Improvements  to  offices. 

Conversion  of  offices  to  water  carriage. 
Improvements  to  offices. 

Provision  of  staff  lavatory. 

Additional  basins  and  hot  water  supply. 
New  cloakroom  and  toilets. 


County  Secondary  Schools: 

Bideford 
Dartmouth  . . 
Kingsteignton 
Newton  Abbot  Boys’ 
North  Tawton 
Paignton  Girls’ 

South  Molton 


Additional  lavatories. 

Hot  water  supply  to  basins. 
Changing  rooms  and  showers. 
Changing  rooms  and  showers. 
Hot  water  supply  to  basins. 
Hot  water  supply  to  basins. 
Improvements  to  water  supply. 


Grammar  Schools: 

Crediton  High  School 

Ottery  St.  Mary;  King’s 

Plympton 

Plympton 

Torquay  Boys’ 


Additional  sanitary  accommodation  at  Hostel 
New  staff  lavatory. 

Additional  showers. 

Improvements  and  additions  to  offices. 

Hot  water  supplies  to  cloakrooms 
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Special  School : 


Exmouth:  Withycombe 
House 

Toilet  facilities  in  Dormitory. 

General: 

Food  Hygiene  Regulations 

A programme  of  work  has  been  completed  in 
Canteens  to  comply  with  Food  Hygiene  Regula- 
tions, involving  provision  of  wash-hand  basins 
in  approximately  120  cases,  provision  of  staff 
cloakrooms;  toilets  and  other  minor  improve- 
ments at  20  Schools. 
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TABLE  XIV 
SCHOOL  CLINICS 


7 own 

Address 

Phone  No. 

Type  of  Clinic 

\-day  Sessions 

Week 

Fort-  Month 
night 

lAppledore 

Appledore  Hall  . . 

Minor  Ailment  . . 

1 

Ashburton 

Council  School  . . 

Minor  Ailment  . . 

1 

Axminster 

Secondary  Modern  School 

2146 

Minor  Ailment  . . 

1 

♦♦  >»  »» 

»»  »»  »» 

Plaza  Cinema 

Speech 

Dental 

1 

1 

2123 

Vision 

i 

Barnstaple 

19  (b)  Alex.  Road 

3549 

Minor  Ailment  . . 

5 

>>  ♦♦  • * 

»»  • • • • 

Dental  (whole-time) 
Speech 

3 

21 

51  >5  • • • • 

Child  Guidance 

2 

15  • • • • 

Vision 

li 

Bideford 

Coronation  Road 

1121 

Minor  Ailment  . . 

1 

11  11  • • 

Dental  (part-time) 

4 

It  11  • • 

Speech 

2i 

1 - 11  • • 

Vision 

1 

C.  of  E.  Institute. . 

Minor  Ailment  . . 

1 

Braunton 

Parish  Hall 

Minor  Ailment  . . 

1 

Brixham 

Church  House,  Bolton 

Street. . 

Minor  Ailment  . . 

I 

11  11  11 

Vision 

I 

Buckfastleigh 

Council  School  . . 

3104 

Minor  Ailment  . . 

3 

Budleigh 

Salterton 

Church  Institute  . . 

Minor  Ailment  . . 

1 

Colyton 

Youth  Club,  High  Street 

Minor  Ailment  . . 

1 

11  11  11  >1 

Speech 

I 

Combe  Martin 

Baptist  Church  Rooms  . . 

Minor  Ailment  . . 

I 

Crediton 

Newcombes 

449 

Minor  Ailment 

1 

11  11  • • • • 

11  11  ••  •• 

Dental  (part-time) 
Speech 

4 

1 

11  11  • • • • 

Vision 

Cullompton  . . 

Baptist  Chapel  Schoolrooms 

Minor  Ailment  . . 

1 

11  11  It 

Speech 

I 

Dartmouth 

Mayors  Avenue  . . 

245 

Minor  Ailment  . . 

1 

11  it  • • • • 

Dental 

1 

11  11  • • • • 

Speech 

1 

11  1 , • ♦ • • 

Vision 

1 

Dawlish 

The  Knowle.,  Barton  Road 

3356 

Minor  Ailment  . . 

1 

»i  11  11  11 

Vision 

i 

Exeter 

Alice  Vlieland  Centre 

54685 

Denta  Kpart-time 

Orthodontic) 

I 

11  11  11  • • 

Vision 

1 

Royal  Devon  & Exeter 

2261  & 

Hospital 

59261 

Dental  (part-time) 

1 

49  Polsloe  Road 

Child  Guidance 

4 

51  11 

Speech 

2 

Exmouth 

St.  Clements,  142  Exeter 

Road 

2610 

Minor  Ailment  . . 

3 

11  11  11  • • 

Dental  (part-time) 

7 

11  11  11  • • 

Speech 

2 

11  11  11  • • 

Vision 

i 

1 

11  11  11 

Orthodontics 

Fremington  . . 

Parish  Church  Hall 

Minor  Ailments . . 

1 
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i-dayiSessions 

Town 

Address  Phone  No. 

Type  of  Clinic 

Week 

Fort- 

Month 

night 

Holsworthy  . . 

Chapel  Street  Schoolroom 

Minor  Ailment  . . 

1 

Secondary  Modern  School 

30 

Speech  . . 

• • 

1 

J » ♦> 

Vision 

1 

Honiton 

Secondary  Modern  School 

283 

Minor  Ailment  . . 

1 

>>  »> 

Dental 

1 

>> 

Vision 

Mill  Street 

Speech 

1 

Horrabridge  . . 

Church  Rooms  . . 

Minor  Ailment  . . 

1 

Ilfracombe 

4 Market  Street  . . 

758 

Minor  Ailment  . . 

5 

• • • 

Vision 

Dental  (part-time) 

3 

>♦  >>  • ♦ • • 

Speech 

1 

Ivybridge 

Methodist  Sunday  School 

Room 

Minor  Ailment  . . 

I 

Kingsbridge  . . 

Tresillian 

2280 

Minor  Ailment  . . 

1 

♦ • • 

» ♦ • ♦ • • 

Vision 

Dental  (part-time) 

3 

1 

♦ ♦ 

Speech 

1 

Co.  Primary  School 

2009 

Remedial  Exercises 

1 

Lifton . . 

Methodist  Church  Rooms 

Minor  Ailment  , . 

1 

Lynton 

Jubilee  Hall 

Minor  Ailment  . . 

1 

Morchard 

Bishop  . . 

Memorial  Hall 

Minor  Ailment  . . 

I 

Newton  Abbot 

Glencoe,  Courtenay  Park 

377 

Vision 

1 

»♦  »»  ♦» 

Speech 

2 

.>  »> 

Dental  (whole-time) 

21 

Newton  Abbot 

Highweek  C.P. 

Speech 

4 

Northam 

Church  Hall 

Minor  Ailment  . . 

1 

Okehampton . . 

Fairplace  Methodist  Rooms 

Minor  Ailment  . . 

1 

SI  »s  ss 

Speech 

2 

Secondary  Modern  School 

97 

Vision 

1 

Paignton 

Central  Clinic,  Midvale  Rd. 

27555 

Consultation 

1 

»S  >9  99 

Vision 

2 

*t  99  99 

Dental  (part-time) 

• • 

6 

99  99  >> 

Speech 

3 

Plympton 

Harewood  House 

Minor  Ailment 

1 

Secondary  Modern  School 

2297 

Speech 

1 

ss  *» 

Vision 

1 

Woodford  C.P. 

St  .Maurice  Co.  Primary 

Speech 

i 

School 

Speech 

99  »»  99 

Dental  (part-time) 

1 

Plymstock 

Secondary  Modern  School 

3327 

Minor  Ailment  . . 

1 

1 

s s ss  y s 

Vision 

99  99 

Dental  (part-time) 

5 

»*  99  »• 

Speech 

1 

Remedial  & Breathing 

Exercises 

1 

Roborough 

Recreation  Hut 

Minor  Ailment 

H 

1 

Maristow  Sp.  School 

Speech 

Seaton 

Women’s  Institute 

Minor  Ailment  . . 

1 

Sidmouth 

St.  Nicholas  School 

Minor  Ailment  . . 

1 

Vision 

Woolbrook  S.M. 

Minor  Ailment  . . 

1 

South  Brent  . . 

Church  Hall 

Minor  Ailment  . . 

• • 

1 

Sf  icklepath 

Church  Hall 

Minor  Ailment 

• • 

1 

30 


Town 

Address 

Phone  No. 

Type  of  Clinic 

outh  Molton 

99  East  Street 

Minor  Ailment  . . 

>>  >»  • • * * 

>»  >»  • • • • 

♦*  »>  • • • • 

Secondary  Modern  School 

29 

Speech 

Vision 

Dental  (part-time) 
Minor  Ailment  . . 

avistock 

Crown  Dale  Road 

Minor  Ailment 

eignmouth  . . 

iverton 

yt  yy  yy 

yy  yy  yy 

Teignmouth  Hospital  (Out- 
patients Dept.) 

St.  Andrew  Street 

2708 

Vision 

Speech 

Vision 

Minor  Ailment  . . 

'orquay 

yy  yy 

yy  yy 

yy  yy 

yy  yy 

Castle  Road  Clinic 

4152 

Dental  (part-time) 
Speech 

Vision 

Orthodontics 

Minor  Ailment  . . 

yy  yy  yy  • • 

»»  yy 

yy  yy  yy  • • 

»»  ♦♦  yy  • • 

Barton  Clinic 

87274 

Speech 

Dental  (whole-time) 
Vision 

Child  Guidance 
Minor  Ailment  . . 

yy  yy  • • • • 

West  Hill  School. . 

87090 

Dental  (whole-time) 
Speech 

Minor  Ailment  . . 

"orrington 

Church  House,  New  Street 

Minor  Ailment  . . 

>»  yy  yy 

Secondary  Modern  School 

2186 

Speech 

Vision 

'otnes 

Borough  Park 

2078 

Dental  (part-time) 

Secondary  Modern  School 

2392 

Vision 

V.  & E.  Putford 

County  School 

Speech 

Villand 

Bradfield  Sp.  School 

Speech 

Voolacombe 

Methodist  Hall  . . 

Minor  Ailment 

fealmpton 

Chapel  Rooms 

Minor  Ailment 

i-day  Sessions 
IVeek  Fort-  Month 
night 
1 
1 


4 

1 


1 

5 

4 

1 

5 

2 
15 

1 

4 

5 

1 

5 

1 

4 

4 


i 


I 


I 

1 

1 


I 


The  Minor  Ailment  Sessions  include  facilities  for  Diphtheria  Immunization  as  required. 


TABLE  XV 

CAUSES  OF  DEATH  AT  DIFFERENT  PERIODS  OF  LIFE  IN  THE  ADMINISTRATIVE  COUNTY  OF  DEVON,  1958 


Total 

Deaths 

m m 
oo 

On  m 

Tt  'O 

o\ 

O iTi 

O oo 

759 

572 

m 00 

OV  TT 

Ov  oo 

1,550 

2,263 

ro  Ov  ■ 

VO-, 

<o  oo 
m*' 

Accident 

Suicide 

Etc. 

33—36 

m (N 

^ m 

^ 1 

<N 

r- 

(N 

VO  OO 

Tl-  <N 

O 
(N  (N 

O rsi 
ro 

^ m 

All 

Others 

16,  31,  32 

«/^  r- 

<N 

(N  (N 

VO  m 

Ov  OO 

— O 
VO  VC 

84 

224 

< — 

00  rt-; 
(N  Tl“ 

Maternal 

30 

1 1 

1 1 

1 1 

1 1 

1^ 

1 1 

1 1 

1 1 

1 

Genito- 

urinary 

28—29 

I 1 

1 1 

1 1 

1 1 

r<l 

m 00 

00  r- 

(N 

VO 

Ov 

Ov  r»~', 

Stomach 

and 

Digestive 

System 

26—27 

(N 

<N  fS 

1 1 

1 

1 1 

— r- 

— o 

■vt 
(N  <N 

O w-.v 
in  Ttit 

Resp'''atory 

{excluding 

{Tuberculo- 

sis) 

22—25 

(N  0^ 

m rs 

" 1 

r-  (N 

(N  — ' 
t'' 

Cv 

O 

>0  Tj- 
■O  VO 

VO  oo: 
m v-<~J 
ro  (N" 

Heart 

and 

Circulatory 

System 

18—21 

1 

1 1 

1 1 

20 

11 

276 

131 

447 

342 

725 

1,033 

O oc., 

Vascular 

Lesions 

of 

Nervous 

System 

17 

1 

1 1 

1 1 

- 1 

Tt  oo 

O Ov 
VO 

^ (N 

266 

475 

00 

rr  ' — 
Tl-  t^- 

Cancer 

and 

other 

Malignant 

Diseases 

10—15 

r 

- 1 

(N 

Tt 

ro 

— VO 

— (N 
(N 

Tj-  r*^ 
OO  O 
^ (N 

r'  o 

O >o 
(N  (N 

(N  0-1 
m — 

VO  r-'i 

11 

Tuberculosis 

and 

other 

Infectious 

Diseases 

1—9 

|r. 

1 - 

C 1 

VO  Tt 

1 

21 

4 

VO 

Tj-  <o 

O r<- 
m ro' 

Sex 

Spl, 

SPLh 

Su, 

St 

St 

St 

St 

S t-. 

Age 

Group 

d 

I 

I 

25— 

45— 

65— 

75— 

Totals 
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Table  XVI.  STATISTICS— COUNTY  OF  DEVON— 1958 


.•Ircii 


Districts 


Popula- 

tions 

(Est.  Mid 
1958 
Home) 


Exmouth  U.D. 

Budleigh  Salterton  U.D. 
St.  Thomas  R D. 


Honiton 

Ottery  St.  Mary 

Sidmouth 

Seaton 

Axminster 

Honiton 


M.B. 

U.D. 

U.D, 

U.D 

R.D 

R.D 


Tiverton 

Crediton 

Crediton 

Tiverton 


M.B 

U.D 

R.D 

R.D 


Barnstaple 
South  Molton 
Ilfracombe 
Lynton 
Barnstaple 
South  Molton 


M.B 

M.B 

U.D 

U.D 

R.D 

R.D 


18,180 

3,820 

33,610 


4,500 

4,200 

9,790 

2,960 

14,130 

6,920 


11,800 

4,220 

9,800 

20,480 


15,660 

3,i00 

8,620 

1,710 

24,370 

8,840 


Bideford 

Gt.  Torrington 

Holsworthy 

Northam 

Bideford 

Torrington 

Holsworthy 


M.B. 

M.B. 

U.D. 

U.D. 

R.D. 

R.D. 

R.D. 


10,340 

2,820 

l,6i 

6,590 

5,230 

7,160 

5,910 


Births 

Rates  per  1 .000 
Population 


No. 


268 

37 

509 


C nuic 
Rate 


Corr't^d 

Rate 


14.19 

9.69 

15.14 


Okehampton  M.B. 

Tavistock  U.D. 

Broadwoodwidger  R.D. 
Okehampton  R.D. 

Tavistock  R.D. 


Kingsbridge  U.D. 

Salcombe  U.D. 

Kingsbridge  R.D. 

Plympton  St.  Mary  R.D. 


10 


Dawlish 
Newton  Abbot 
Teignmouth 
Newton  Abbot 


U.D. 

U.D. 

U.D. 

R.D. 


3,120 

2,440 

11,920 

35,740 


7,180 

17,200 

10,570 

25,720 


Torquay 


M.B. 


Totnes 

Ashburton 

Buckfastleigh 

Totnes 


M.B. 

U.D. 

U.D. 

R.D. 


II 


50,510 


5,520 

2,690 

2,470 

14,130 


Dartmouth 

Brixham 

Paignton 


M.B. 

U.D. 

U.D. 


Administrative 

County 


6,210 

9,380 

26,920 


60 

48 

106 

30 

143 

99 


187 

54 

158 

311 


244 

27 

101 

18 

362 

125 


13.33 

11.43 

10.83 

10.14 

10.12 

14.31 


17.02 
13.27 
18  17 


15.85 

12.80 

16.12 

15.18 


17.86 

11.88 

14.29 

12.77 

11.63 

16.02 


Infant  Deaths 


Under 
1 year 


No. 


Under 
4 weeks 


4 

1 

11 


16.00 

12.28 

18.21 

16.54 


146 

42 

23 

52 

87 

124 

85 


15.58 

8.71 

11.70 

10.52 

14.85 

14.14 


3,890 

41 

6,180 

64 

2,030 

22 

12,ul0 

151 

15,700 

248 

14.20 

14.85 

14.28 

7.89 

16.63 

17.32 

14.38 


16.04 

9.49 

13.33 

10.62 

16.92 

16.26 


41 

25 

171 

561 


70 

196 

117 

303 


10.54 
10  35 
10  84 
12.57 
15.79 


14.91 

16.82 

13.70 

8.67 

18.45 

20.43 

16.10 


6 

1 

1 

11 

2 


4 
1 
1 

5 
1 
1 


13.14 

10.24 

14.34 

15.69 


11.17 

11.97 

11.38 

14.83 

19.26 


9.75 

11.39 

11.07 

11.78 


601 


59 

40 

32 

185 


517,900  6,854 


91 

128 

272 


11  90 


10  69 
14  87 
12  95 
13,09 


14.19 
12  28 
16  49 
17.25 


3 

1 

6 

7 


11.60 

11.61 

13.17 

13.66 


1 

2 

11 


4 

6 

4 

6 


13.09 


14.65 
13  64 
10. 10 


11  33 
16  05 
15.15 
15  70 


15.97 
15  14 
12.52 


No. 


Tuber- 

culosis 

and 

Other 

Infec- 

tious 

Diseases 

1—9 


2 

1 

3 

10 


4 

4 

1 

6 


10 


1 

7 

1 

1 

3 


13,23 


15.08 


156 


2 

6 


Cancer 

and 

Other 

Malig- 

nant 

Diseases 

10—15 


2 

3 


115 


73 


61 

13 

58 


11 

16 

4o 

7 

36 

17 


Vascular 

Lesions 

of 

Nervous 

System 

17 


22 

6 

20 

63 


52 

7 

29 

4 

45 

18 


26 

4 

6 

18 

10 

23 

7 


10 

14 

1 

30 

41 


13 

7 

29 

63 


17 

42 

28 

72 


160 


17 

8 

10 

37 


62 

14 

54 


Heart 

and 

Circula- 

tory 

System 

18—21 


14 

17 

38 

10 

31 

4 


40 

8 

16 

35 


30 

7 

14 

43 

12 


13 
6 
3 

16 

14 
18 

1 1 


1 1 
23 
8 

27 

28 


7 

2 

16 

73 


1 1 
39 
34 
59 


14 

26 

87 


136 

18 

8 

3 

32 


1 1 
17 
69 


1,351 


1,162 


142 

27 

182 


Respir- 

atory 

(exclud- 

ing 

ing 

Tuber- 

culosis) 

22—25 


27 

20 

74 

39 

64 

21 


26 

9 

45 


Stomach 

and 

Diges- 

tive 

System 

26—27 


49 

17 

47 

79 


5 

6 
16 

4 

18 

11 


92 

28 

7b 

11 

125 

36 


13 

1 

13 

19 


2 

1 

8 


Genito- 

urinary 


Mater- 

nal 


28—29  30 


16 

4 

6 

17 


o7 

20 

12 

43 

21 

40 

31 


28 

39 

9 

69 

80 


24 

14 

55 

180 


7 

4 

12 

10 

7 

11 


4 

9 

1 

11 

20 


5 

5 

15 

34 


53 

87 

78 

128 


324 


37 

16 

14 

90 


9 

30 

16 

23 


60 


24 

53 

19b 


2,988 


8 

5 

2 

21 


7 

8 

33 


5 

1 

4 


2 

2 


4 

2 

2 

4 

1 


4 
3 

5 


3 

1 

2 

2 

2 


614 


22 


95 


AH 

Others 


16,  31, 
32 


Accident 

Suicide 

Etc. 


33—36 
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28 

7 

42 


3 

8 

5 

13 

6 


6 

6 

9 

21 


14 
7 
7 

15 
13 


11 

3 

4 
6 

14 

10 

9 


5 

13 

2 

16 

2b 


9 

51 


10 

32 

21 

44 


73 

20 

5 

5 

29 


7 

26 

38 


705 


9 

3 

19 


2 

2 

7 

4 

11 

4 


10 

4 


8 

1 

2 

18 

4 


2 

1 

6 

13 


6 

8 

8 

13 


18 


Total 

Deaths 


No. 


3 

6 

16 


288 


337 

75 

418 


60 

67 

196 

71 

180 

64 


Crude 

Rate 


Corr't'd 

Rate 


18.05 

19.63 

12.44 


11.48 

10.79 

9.33 


148 

43 

117 

231 


13.33 

15.95 

20.02 

23.98 

12.74 

9.25 


223 

56 

139 

15 

276 

95 


138 

41 

28 

103 

73 

102 

80 


12.54 

10.19 

11.94 

11.28 


14.24 

18.06 

16.12 

8.77 

11.32 

10.74 


10.79 

12.76 

11.61 

l3.6b 

10.19 

8.69 


8.77 

8.25 

10.98 

10.26 


64 

101 

26 

170 

212 


56 

31 

142 

434 


111 

246 

191 

350 


13.35 

14.54 
17.39 
15.63 
13.96 
14.24 

13.54 


12.24 

13.00 

11.76 

6.66 

9.84 

9.98 


16.45 

16.34 

12.81 

14,15 

13.50 


17.95 

12.70 

11.91 

12.14 


10,81 

11.05 

10.08 

11.87 

12.70 

12.82 

11.91 


12.99 

9.96 

15.11 

11,74 

11.88 


15  61 
8.63 
10.12 
11.53 


805 


106 

44 

38 

229 


71 

146 

463 


7,412 


15  46 
14  30 
18.07 
13.61 


15  93 


19.20 
16.35 
15.38 

16.21 


11.43 
15  56 
17  20 


10  97 
11.  z9 
10  84 
11.16 


11.31 

11  90 
11. tO 
11.68 

9.07 

9 82 

12  29 
10.83 


14.31 


11.01 


